








INTERNATIONAL ABSTRACTS 
OF SURGERY 





VOLUME 8§ 


OcToBER, 1947 


NUMBER 4 





COLLECTIVE REVIEW 


THE TOXEMIAS OF PREGNANCY 
With Emphasis on the Present Modes of Therapy 


JOHN E. SUMMERS, M.D., Goodrich, Michigan. 


N 1940 The American Committee on Maternal 
Welfare (20) adopted a new classification of 
the toxemias of pregnancy, attempting to dif- 
ferentiate the conditions which are present 

before pregnancy occurs but which may be aggra- 
vated by pregnancy, from those which are initi- 
ated by, and are peculiar to, pregnancy itself. Us- 
ing this classification of the toxemias of pregnancy, 
Williams and Weiss reviewed 1,790 maternal 
deaths, finding 318 due to toxemias which they an- 
alyzed as follows: 
Group A. Diseases not peculiar to pregnancy 
1. Hypertensive disease (hypertensive cardio- 
vascular disease) 
a. Benign (essential), mild,severe...... 13 
Se rere 3 
2. Renal disease 
a. Chronic vascular nephritis or nephro- 


ssi otis aanc rceeennpawxes 10 
b. Glomerulonephritis 
er or hic ars oe etal: as 
Se 1. din vip wanenielarseariaa 10 
c. Nephrosis 
Be Ss Cecicgr ii jee wens I 
Serer es re ° 
Group B. Disease dependent on, or peculiar to, 
pregnancy 
1. Pre-eclampsia 
I ae lary ip doh Salk ANS Ch rere ° 
Pe i oan tanc, fo eel SY 2h eee 63 
2. Eclampsia 
i I cain gy Gua 143 


b. Nonconvulsive (that is, coma, with post- 
mortem findings typical of eclampsia) 13 
From The Goodrich General Hospital. 


Group C. Vomiting of pregnancy........... 37 
Group D. Unclassified toxemias. . . 


THE DIFFERENTIAL DIAGNOSIS OF 
THE TOXEMIAS OF PREGNANCY 


Hypertensive and renal disease are usually pres- 
ent before the twenty-fourth week of gestation, 
whereas pre-eclampsia and eclampsia appear after 
that week (81). Essential hypertension may 
first become apparent during pregnancy and may 
subside between pregnancies, at least to some de- 
gree (102). If the parturient is seen for the first 
time during the last trimester with toxemia, a 
correct diagnosis may be impossible at that time. 
Postpartum examination of the nephritic individ- 
ual will show evidence of kidney damage (107), 
whereas the kidneys of the pre-eclamptic or 
eclamptic patient rapidly return to normal soon 
after delivery (31, 94). Albuminuric retinitis, when 
it occurs, is proof of the existence of chronic 
nephritis (76); therefore the value of examining 
the ocular fundi of the toxemic patient is ob- 
vious. 

Tenny and Parker state that the degree of al- 
buminuria is the most reliable sign as to the sever- 
ity of the toxemia. Essential hypertension per se 
causes little if any proteinuria. Sharkey and Hess 
report 115 cases of essential hypertension compli- 
cated by pregnancy, of which 52 showed mild 
albuminuria, and 63 showed no albuminuria. 

The diagnosis of the type of toxemia present is 
of some importance. Pregnancy complicating 
chronic hypertension associated with cardiovascu- 
lar or renal degeneration offers a bad prognosis 
for both mother and baby. Intrauterine death 
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of the fetus is common. If the mother can be 
carried to the thirty-second week of gestation, 
cesarean section may save the life of the infant. 
Dieckmann (34) states that 21 per cent of his 
patients with vasculorenal disease were delivered 
by cesarean section. Essential hypertension and 
mild pre-eclampsia offer a good prognosis for moth- 
er and baby. 


THE INCIDENCE OF THE TOXEMIAS OF PREGNANCY 

The incidence of all toxemias of pregnancy from 
various sources is given as: 5 per cent (32), from 
5 to 7 per cent (79), from 6 tog per cent (28), and 
14 per cent (92). The great majority of these 
toxemias fall in the mild category (25, 32, 44, 
45): 

TOXEMIAS AS A CAUSE OF MATERNAL DEATH 


About 20 per cent of all maternal deaths are 
due to the toxemias of pregnancy (84, 85). The 
importance of preventing eclampsia is revealed by 
the fact that the mortality rate of mild toxemias 
is practically nil, while ““The appearance of con- 
vulsions increased the maternal mortality rate 
almost ten times” (25). It is a well recognized 
fact that pre-eclampsia has a low maternal mor- 
tality rate, while eclampsia carries a very high 
death rate for both mother and baby (35, 44, 
45) 59)- 

The maternal death rate from eclampsia is re- 
ported as being: from to to 20 per cent (59), 13 
per cent (35), 20 per cent (28), and 23.5 per cent 
(56). In recent years there has been a remarkable 
decrease in maternal deaths from eclampsia be- 
cause of conservative treatment superseding opera- 
tive treatment and accouchement forcé (86). Ar- 
nell and Watson have reported 151 consecutive 
cases of eclampsia without a maternal death, em- 
ploying ‘‘an ultraconservative plan” of treatment. 
Cooke has seen 204 cases of eclampsia with only 1 
maternal death, while Emge wrote me that it has 
been ro years and longer since he has seen a death 
from eclampsia. 


THE INCIDENCE OF THE VARIOUS 
TYPES OF TOXEMIAS (32) 


| 


| 
Type Dieckmann| Stander | Kellogg 
Pre-eclampsia 38% | 53% | 87% 


Vasculorenal disease 





Hypertensive disease 53% 31% 
Nephrosclerosis, | 3% |S 119% 
——E - | | 
Glomerular | | § 7% 
Nephritis, acute : i | ‘i 2% UJ J 
Eclampsia | 4% | a% | 2% 


To illustrate this decrease in maternal mortality 
from eclampsia the following is quoted from East- 
man and Whitridge: 


THE INCIDENCE AND MATERNAL MORTALITY AT 
JOHNS HOPKINS HOSPITAL, 1896—1941. 





























Period | Method of treatment Cases — 
i nae Tae tei 
1896-1905 | Prior to 1916 therapy was governed by 
| the belief that immediate delivery 
was imperative. Consequently, ac- 
| couchement forcé, 52 23.0% 
1906-1915 | Manual dilatation of the cervix and 
| cesarean section were the favored ; 
procedures of that time. 93 20.4% 
1916-1922 | An effort to be more conservative de- | 
veloped, but if the case was severe, | 
| radical operative delivery was effect- } 
| ed. 107 15.9% 
1923-1930 | A modified Stroganoff regime—no op- 
eration except the occasional use of 
| outlet forceps. 127 10.2% 
1931-1941 | Conservative treatment individualiza- | 
tion, liberal use of hypertonic glucose} | 
| intravenously. _| 99 | s.0% 


Novey reviewed 115 cases of eclampsia treated 
prior to 1931 by cesarean section and accouche- 
ment forcé, with a mortality rate of 23.5%, and 
59 cases treated between 1930and 1938by sedation, 
rest, isolation, and hypertonic glucose given in- 
travenously, with a mortality rate of 5.1%. 


THE EFFECT OF TOXEMIA OF 
PREGNANCY ON THE FETUS 


Brown, Lyon, and Anderson state that 5 per 
cent of normal white mothers have premature de- 
liveries, and 7 per cent of those with mild toxemia, 
17 per cent of those with severe toxemia, and 38 
per cent of those with eclampsia have premature 
deliveries. 

Dana reviewed 941 consecutive premature de- 
liveries. She found: “Although toxemias are a 
major cause of prematurity, they are so chiefly 
because of their associated high incidence of in- 
duced or artificial delivery before term, intrauter- 
ine death of the fetus, premature separation of the 
placenta, hydramnios, and twins. ... The toxe- 
mias of pregnancy were associated with 30.7; 
of the dead born, macerated group.” Of the vari- 
ous types of toxemias, renal disease had the high- 
est fetal mortality rate, 30.3 per cent, and the low- 
est fetal survival rate, 48.5 per cent. 

Eastman and Steptoe record a decline in fetal! 
mortality at The Johns Hopkins Hospital as fol- 
lows: 


Mature Infants Premature Infants 


1924-1928 11.9% 40.0% 
1939-1043 3-7% 20.1% 
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The decline was believed to be due to: 

1. Reduction in incidence of eclampsia 

2. Elimination of bag and bougie induction 

3. More liberal use of cesarean section in cases 
unsuitable for induction 

4. Avoidance of traumatic operative delivery 

5. The use of Vitamin K 

6. Better care of premature infants 

Arnell and Watson reviewed the records of 55 
babies born to 52 eclamptic mothers who did not 
deliver for 3 or more days after the cessation of 
convulsions. Twelve of the babies died. The birth 
weights of the surviving babies averaged only 4.8 
lb. They found that the fetal death rate was not 
increased by allowing the pregnancy to continue 
after the cessation of convulsions, but was de- 
creased. Their data is given as follows: 


FETAL RESULTS IN 52 CASES OF 
INTERCURRENT ECLAMPSIA 






































Deaths Survived 
Time Total 
interval Cases 5 
Stillborn | Neonatal | Number | Per Cent 
4-5 days 14 3 xr | s78.5 
6-7 days 15 2 3 10 | 66.7 
8-10 days 13 2 I 10 76.9 
over 10 days 13 I 12 } 92.3 
Total *55 . - ee oe ae | _ ms 

















*Includes 3 pairs of twins. 


Reich, McCready, Chaplin, and Lipkin report 
that vitamin K parenterally is the best prevention 
for hemorrhagic disease of the newborn. Twenty 
milligrams of menadione bisulfite or hykinone 
given intramuscularly to the mother, and repeated 
if the labor is prolonged over 12 hours, is recom- 
mended. The infant is given 2 mgm. of hykinone 
if the labor has been less than 4 hours. 

Mussey and Hunt (81) state: ‘Fetal mortality 
may be as high as 50% in cases of severe cardio- 
vascular disease with nephrosclerosis, as compared 
to 3% in cases of mild pre-eclampsia, and 19.3% 
in cases of severe pre-eclampsia. There were no 
fetal deaths in 13 cases of mild chronic hyperten- 
sive disease with superimposed mild pre-eclamp- 
sia.” 

Sharkey and Hess report: “Of 2,885 pregnan- 
cies not associated with essential hypertension, 737 
(25%) ended in either abortion, premature birth, 
still birth, or neonatal death. Of 115 pregnancies 
in patients with essential hypertension, 20 (17%) 
ended in this manner.” 

Abruptio placenta, a frequent complication of 
the toxemias of pregnancy, is a common cause of 
intrauterine death (25, 59, 100, 117). 
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DISEASES NOT PECULIAR TO PREGNANCY. 
HYPERTENSIVE DISEASE 


Essential hypertension may precede pregnancy, 
or a latent hypertension may first become manifest 
during pregnancy (81, 102). Recent reviews of es- 
sential hypertension express the opinion that while 
it is due to arteriolar spasm the cause is not known 
(119, 122). Essential hypertension is aggravated 
by pregnancy but rarely requires interruption of 
the pregnancy (10, 13, 14, 25, 26, 30, 35, 31, 44, 45, 
102). However, in severe cases of hypertension 
with cardiovascular or renal deterioration, the 
outlook for mother and fetus is poor (33, 45, 82). 
Eastman and Whitridge state: ‘‘Here it may be 
seen that in our experience chronic hypertension 
is superseding eclampsia as a cause of death in 
child bearing, and has been responsible for almost 
80% of our toxemic deaths in the past decade.” 
Cerebral complications are not uncommon. Parks 
and Pearson conclude from their study that pa- 
tients with chronic hypertensive vascular disease 
are poor candidates for repeated pregnancies. 

The mild hypertensive gravida may be carried 
to term if she gets plenty of rest, keeps the weight 
down by restricting fat and carbohydrate intake, 
omits table salt from the diet, and uses a sedative 
such as phenobarbital. If the patient can be car- 
ried to the thirty-fourth week of gestation, and 
if the toxemia is progressing as shown by a rising 
blood pressure, increasing edema, and albuminur- 
ia, the pregnancy can be terminated with a good 
chance of getting a live baby. The method of de- 
livery depends upon the state of the cervix. If the 
cervix is soft and dilating, medical induction or 
rupture of the membranes will start labor, but if 
the cervix is long, firm, and closed, cesarean sec- 
tion must be performed (28, 35, 33, 98, 84). 

Sharkey and Hess reported that of 115 women 
who had hypertension during pregnancy, 8 had 
blood pressure readings up to 200/100 mm. Hg. 
Of these 8 patients, 4 had their pregnancies inter- 
rupted by therapeutic abortion or hysterotomy. 
At the Mayo Clinic between 1932 and 1941, 11 
therapeutic abortions were done because of severe, 
chronic hypertensive disease (82). Cosgrove and 
Carter state that over a 12 year period they per- 
formed only 4 therapeutic abortions, 3 of whichwere 
for hypertension and/or nephritis. Dieckmann 
(34) states that 21 per cent of his patients with 
vasculorenal disease were delivered by cesarean sec- 
tion. 

RENAL DISEASE 

Pregnancy occurs rarely in the chronic nephritic 
patient. Browne and Dodds found only 17 cases 
of nephritis among 589 toxemic pregnancies. In 
the diagnosis of this disease during pregnancy the 
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history and urinary findings are usually sufficient. 
Albuminuric retinitis, when present, is positive 
proof of the existence of chronic nephritis (74). 

The deleterious effect of this disease upon the 
mother and fetus has already been shown (26, 28, 
100, 115,124). It is best, in proved cases, toempty 
the uterus by dilatation and curettage, by rupture 
of the bag of waters, or, if the fetus is viable, by 
induction of labor or cesarean section (21, 25, 28, 
45, 81, 100). The patient should be sterilized (28, 
34). 


DISEASES DEPENDENT ON, OR PECULIAR TO, 
PREGNANCY 
THE CAUSE OF THE TRUE TOXEMIAS 
OF PREGNANCY 

A great many theories have been advanced in 
the past as to the cause of the toxemias of preg- 
nancy (31, 116, 64), but its cause is still unknown. 
Vasospasm, and sodium and water retention are 
believed to cause the disease (25, 28, 30, 36, 35, 31, 
43,44, 51, 57,59, 77, 84, 82, 105, 106, 111, 121, 125). 
Associated factors are primiparity, multiple preg- 
nancy, hydatidiform mole, and hydramnios (18, 
28, 32, 59, 107). 

Goldblatt clamps applied to the renal arteries 
of pregnant dogs and rabbits produce within 48 
to 120 hours, after a relatively slight constriction, 
weakness, lassitude hypertension, convulsions, al- 
buminuria, and nitrogen retention (38). However, 
pregnancy occurring in experimentally made hy- 
pertensive rats (89) and dogs (22) causes a fall 
in the blood pressure to normal. 

Pyelitis of pregnancy does not cause toxemia. 
Mussey and Lovelady at the Mayo Clinic reported 
117 cases of pyelitis of pregnancy, only 3 of which 
developed toxemia of pregnancy. Among 163 cases 
of toxemia there were only 6 cases of pyelitis of 
pregnancy (83). 

Fuster has produced eclampsia in a nontoxemic 
primigravida by the intravenous infusion of 800 
c.c. of a 10 per cent solution of saline. 

Restriction in weight gain is very important 
during pregnancy. Odell, Lester, and Mengert 
found that of 641 women who weighed over 200 
lb. before delivery, 31.4 per cent had toxemia of 
pregnancy. Other complications of pregnancy and 
delivery occurred more frequently in this group 
of obese patients. Loughran reviewed the records 
of 325 women who had been placed on a high pro- 
tein, low carbohydrate, high vitamin diet and 
whose weight gain during pregnancy had been kept 
below 20 lb. Any edema developing during the 
last part of pregnancy was treated by increasing 
the protein intake and decreasing the salt in the 
diet. These women all fared better than the aver- 


age and had remarkably short labors. Luikart ad- 
vises that the weight gain during pregnancy be 
restricted to 16 pounds as a maximum, or not more 
than 2 pounds in any month. He presented 1,000 
patients, who were of normal weight at the be- 
ginning of pregnancy and whose weight gain dur- 
ing pregnancy had been restricted to 16 pounds. 
They had been given a high protein, high vitamin, 
low salt diet, with salt restriction if edema de- 
veloped. In this group there were no toxemias, 
no maternal deaths, a gross fetal mortality of 2.4 
per cent, and an average birth weight for all ba- 
bies of less than 7 pounds. Others (27, 35, 59) 
emphasize the need of restricting the weight gain 
of the normal woman during pregnancy to less than 
20 pounds. 

Parks (91) believes that the normal sodium and 
potassium ratio is upset by an excess of adreno- 
cortical hormone, and suggests that the fetal adren- 
al glands contribute to this excess. 

Toxemia is of frequent occurrence in pregnan- 
cies complicating hyperthyroidism (61). Various 
hormonal imbalances are being postulated as caus- 
ing toxemia (105, 111) but are still speculative (59). 
Snyder has produced toxic abruption of the pla- 
centa in rabbits by the injection of antuitrin S. 
The frequent occurrence of toxemia in association 
with hydatidiform mole (18) tends to support the 
opinion of those believing in an endocrine imbal- 
ance as the cause of toxemia of pregnancy. 


THE PATHOLOGY OF TOXEMIAS OF PREGNANCY 


The patient may injure herself during a con- 
vulsion, fracture and dislocation of both shoulders 
having been reported (23). Aspiration of fluids, 
mucus, food, and medicine may cause death (6). 
Irving (59) states that the most common cause of 
death is acute cardiac dilatation. Teel, Reid and 
Hertig state that 30 per cent of all eclamptic pa- 
tients develop acute pulmonary edema. Cerebral 
hemorrhage (56, 93) and abscess (60) may occur. 
Cerebral edema is common (4). 

At autopsy there is no pathognomonic lesion (1). 
Arteriolar necrosis and hemorrhages are found in 
most of the organs (59, 63). Page and Cox in 26 
selected autopsies following toxemia of pregnancy 
found a nonspecific thickening of the glomerular 
membranes in the kidneys. 

Abruptio placenta occurs frequently (25, 32, 
117), while placenta previa occurs rarely (127). 
There are no characteristic infarcts seen in the pla- 
centa (55, 103). 


PRE-ECLAMPSIA 


Pre-eclampsia is a disease peculiar to pregnancy, 
developing after the twenty-fourth week of ges- 
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tation, and characterized by hypertension, album- 
inuria, and edema. 

Pre-eclampsia may be mild or severe. The mild 
type is characterized by a rise in the blood pres- 
sure to 140/90 mm. Hg., minimal albuminuria, 
and slight edema (44, 99, 100). Kidney function 
tests are normal. The uric acid clearance is re- 
duced, which accounts for the only blood chemical 
change seen in pre-eclampsia, a high blood uric 
acid value (19). 

Mild pre-eclampsia constitutes 75 per cent of all 
toxemias of pregnancy (59), and carries very little, 
if any, danger for the mother and fetus, but the 
fact that it can progress abruptly into eclampsia 
necessitates extreme watchfulness (25). Eastman 
and Steptoe analyzed the errors of prognosis that 
led to the development of eclampsia in g2 patients 
with pre-eclampsia. They were: 

1. Failure to evaluate the gravity of sudden 
weight gain 

2. Failure to evaluate the gravity of moderate 
deviations from normal blood pressure, albumin- 
uria, and edema in young primigravidas 

3. Failure to evaluate the gravity of moderate 
deviations from normal blood pressure, albumin- 
uria, and edema in twin pregnancies 

4. Failure to evaluate the gravity of symptoms 
—headache, epigastric pain, and vomiting 

5. Failure to evaluate the gravity of high dias- 
tolic pressures 

The treatment of pre-eclampsia. The treatment 
of mild pre-eclampsia is relatively simple and ef- 
fective but should be closely supervised to pre- 
vent progression of the disease to severe pre-eclamp- 
sia or eclampsia. The disease can be controlled by 
adequate bed rest, sedatives, and the restriction 
of weight gain by restricting the fat, carbohy- 
drate, and sodium intake, and the use of potas- 
sium or ammonium salts and magnesium sulfate 
by mouth (3, 9, 11, 25, 27, 35, 43, 48, 53, 59, 62, 
67, 75, 77, 84, 88). 

When the patient’s blood pressure exceeds 
140/100 mm. Hg., and the albuminuria exceeds 
1+with a rapid increase in weight (the sudden 
increase in weight is usually the first serious sign 
to manifest itself), severe pre-eclampsia has super- 
vened and the patient must be hospitalized for a 
more strict enforcement of the measures outlined 
in the treatment of mild pre-eclampsia (2, 7, 9, 
11, 25, 28, 32, 35, 43, 45, 59, 62, 75, 77, 84, 100). 

Phenobarbital and morphine sulfate are the sed- 
atives most commonly used. For the first few days 
the diet may consist simply of fruit juices, highly 
sweetened, or milk. Later, a diet adequate in pro- 
tein with a total low caloric content is recommend- 
ed. The sodium intake is sharply restricted. The 


patient is usually permitted an abundant fluid in- 
take although some regimes, based on the dehy- 
dration program employed by Arnold, call for a 
restricted fluid intake (11, 59, 100). The elimina- 
tion of fluids is stimulated by the employment of 
magnesium sulfate orally or parenterally and by 
the administration of hypertonic glucose intraven- 
ously. For this purpose from 500 to 1,000 c.c. of 
a 20 per cent solution of glucose in water can be 
given intravenously 2 or 3 times a day, the danger 
of pulmonary edema in the severe pre-eclamptic 
patient (98) being kept in mind. Dieckman (32, 
35) and Miller (77) use ammonium chloride orally 
and Mussey (84) uses potassium or ammonium 
nitrate to effect diuresis. 

In severe cases of pre-eclampsia the blood pres- 
sure may be lowered by the parenteral administra- 
tion of magnesium sulfate (9, 11, 43, 45, 53, 59, 
75, 84, 88). Hanley and McNeile continue to util- 
ize the method of Lazard, which consists of the 
intravenous administration of 20 c.c. of a 10 per 
cent solution of magnesium sulfate when the sys- 
tolic blood pressure rises above 150 mm. Hg., the 
dose being repeated every 1 to 4 hours as needed 
and not to exceed a maximum of 120 c.c. within a 
24 hour period. Eastman and Whitridge (43) (45) 
recommend the intramuscular administration of 
large doses of magnesium sulfate; 10 gm. as the in- 
itial dose followed by 5 gm. every 6 hours for as 
long as 3 days if necessary. They believe that this 
protects the patient against the development of 
intrapartum eclampsia. 

Woodward and Irving (59) also use, in addition 
to hypertonic glucose and magnesium sulfate, ver- 
atrum viride (veratrone) to keep the blood pressure 
within normal limits. Veratrone, from 5 to 15 
minims given hypodermically every 2 or 3 hours, 
will keep the blood pressure and pulse rate within 
normal limits. 

The treatment of pregnancy in severe pre-eclam p- 
sia. Most workers now agree that the patient with 
severe pre-eclampsia should have her pregnancy 
terminated, regardless of the period of gestation, 
if medical treatment as outlined does not lead to 
immediate improvement. Further, the patient 
with severe pre-eclampsia should not be carried 
long after the thirty-fourth week of gestation, that 
is, after the fetus is viable. 

The method of terminating the pregnancy de- 
pends upon the state of the cervix. If the cervix 
is soft and dilating, medical induction or rupture 
of the membranes may suffice to start labor. If 
the cervix is long, closed, and hard, cesarean sec- 
tion will be necessary. 

At the Boston City Hospital (11) the pregnancy 
may be terminated by rupture of the membranes 
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or, if the cervix is not “ripe”, cesarean section un- 
der spinal or local anesthesia. 

Cook terminates the pregnancy if the disease 
is progressing. Otherwise, he waits until the fetus 
is mature, then interrupts the pregnancy, “this 
because of the rather frequent death of the fetus 
in utero if allowed to go to term, and to reduce 
the damage to the kidneys which occurs steadily 
in prolonged cases.” 

Cosgrove and Chesley state: ‘Thus it can very 
definitely be stated that promptest termination of 
the pregnancy in the presence of established tox- 
emia after the thirty-fourth week of gestation 
serves alike and directly both the maternal and the 
fetal interest. ...It also serves to prevent fixed 
hypertension as a sequel of the toxemia.” They 
recommend medical induction augmented by strip- 
ping and rupture of the membranes. “In the pres- 
ence of fulminant progress of the case toward ex- 
plosive eventuality, cesarean section for delivery 
should be unhesitatingly resorted to.” 

Danforth writes that if the pre-eclamptic pa- 
tient does not improve on treatment the pregnan- 
cy should be terminated. If the cervix is partially 
effaced with some dilatation, the membranes are 
ruptured; if closed with no effacement, a cesarean 
section under local anesthesia is considered. 

Dieckmann (32, 35) usually attempts to carry 
the toxemic patient to the period of viability of 
the fetus, to the thirty-second week of gestation. 
If the cervix is “ripe”, the membranes are rup- 
tured. If contractions have not begun within 12 
hours after rupture of the membranes, 1 minim 
doses of pitocin are given every 30 minutes until 
labor has begun. If the cervix is unsuitable for 
this, a cesarean section under local anesthesia is 
done. He (34) delivered 11 per cent of his pre- 
eclamptic patients by cesarean section. 

Eastman and Steptoe emphasize that prompt 
delivery of the pre-eclamptic patient is advisable 
to prevent eclampsia and the development of per- 
manent, residual, hypertension. In 85 per cent of 
510 patients with pre-eclampsia who were not in 
labor on admission, termination of the pregnancy 
ensued within 5 days in the following manner: 

1. Spontaneous onset of labor. ..... 185 cases. 


2. Artificial rupture of the membranes142 cases. 
3. Medical induction... .. 37 cases. 
4. Cesarean section. . 66 cases. 
5. Hysterotomy..... 4 cases. 
OP oak veer cnsnnnece I case. 
7. Vaginal abortion............... I case. 


The incidence of cesarean section for delivery 
in cases of pre-eclampsia has risen from 3.0 per 
cent in the period from 1924 to 1928 to 6.6 per cent 
for the period from 1939 to 1943. 


Falls, in the discussion following Huber’s and 
Arnell’s papers, stated that he had performed ce- 
sarean section in 49 cases of fulminating pre- 
eclampsia without a maternal death. 

Irving (59) states that the pregnancy should be 
terminated if the patient fails to improve or if the 
disease progresses. Thirty-six per cent of his cases 
of severe pre-eclampsia were terminated in the 
following ways: 

a. By-rupture of the membranes... 23 per cent 

b. By cesarean section........... 8 per cent 

c. By other methods............. 5 per cent 

Miller (77) states: “When there is no improve- 
ment after a reasonable trial with these measures, 
usually one week to ten days, pregnancy is ter- 
minated by the most conservative method. This 
may mean medical induction, using pitocin instead 
of pituitrin, or rupture of the membranes. A few 
cases have been bagged and rarely cesarean sec- 
tion has been resorted to. In the last few years 
bagging has practically dropped out of the pic- 
ture. Cesarean section is elected primarily for in- 
dications other than the toxemia, for example, 
cephalopelvic disproportion, previous cesarean sec- 
tion, placenta praevia, and other similar con- 
ditions.” 

Montgomery (80) treats the pregnancy similar- 
ly in the severe pre-eclamptic and the eclamptic 
patient. “If the patient fails to improve with this 
regime within 48 to 72 hours, or if she has reached 
the period of maximum improvement over a period 
of 2 or 3 weeks and begins to show recurrence of 
toxemia with increase of blood pressure and al- 
buminuria, we terminate the pregnancy, by in- 
duction of labor in multiparous patients, or, more 
frequently, by cesarean section in the primigra- 
vidas.” 

Mussey and Hunt list the termination of preg- 
nancy in 216 cases of toxemia of pregnancy treated 
at the Mayo Clinic between 1931 and 1939 as fol- 
lows: 
























































| 
Means of delivery | mothers ao Fa ifetal 
Spontaneous | 109 113 15.9 
Medical induction i 1 in 37 37 7 10.8 
Medical -al induction failed i: as | 
Spontaneous onset : Yo ° | nf ae oe 
Medical induction failed, “Artifi-| | - | re ; . 
cial rupture of the membranes) 10 | 10 10.0 
ArtiGcial rupture of the membranes) ee * 25 ‘ | 20.0 a 
Bag induction ies Diations | a -—. / 7 16 | 35.0 
Cesarean section 7 | nat 13 13 | 15.3 
‘Total | 236 | 223 17.0 
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The future of the pre-eclamptic patient. Dexter, 
Weiss, Haynes, and Sise state that improvement 
begins within 12 to 24 hours postpartum, and is 
associated with diuresis and loss of edema. Tay- 
lor, Warner and Welsh state that the sodium and 
water retention occurring during pregnancy is re- 
lated to the concentration of estrogens in the body 
and that normally a puerperal diuresis results post- 
partum. 

According to Peckham the pre-ecla‘iptic patient 
recovers within to to 14 days postpartum, but of 
343 women followed up after delivery, 40 per cent 
showed some sign of chronic nephritis. Browne 
and Dodds (14, 15) found that 50.9 per cent of pre- 
eclamptics have some residual hypertension. Cos- 
grove and Chesley, reviewing 1,625 cases of tox- 
emia, found that the incidence of remote perma- 
nent hypertension was 53 per cent. Eastman and 
Steptoe show that the duration of the pre-eclamp- 
sia has a direct relationship to the persistence of 
hypertension — 




















Duration of pre-eclamp-! Total No Per cent of residual 
sia (weeks) patients hypertension 
“a —“< aaS — . 36.5 
3- 4 7 47 19.2 
eae eee ae a aaa aoe 
a | 63.6 
ae eee a 





Irving (59) gives the incidence for postpartum 
hypertension as 21 per cent for mild pre-eclampsia 
and 4.8 per cent for severe pre-eclampsia. Others 
(30) also believe that severe pre-eclampsia has a 
better late prognosis than mild pre-eclampsia. Ry- 
tand thinks that this may be due to the tendency 
to terminate the pregnancy early in the severe 
cases. 

On the other hand, Miller (77) states that 100 
patients were carefully studied for 1 or more years 
after an attack of toxemia and no evidence of sig- 
nificant vascular or renal morbidity was found in 
those who were known to be normal prior to their 
abnormal pregnancy. 

The advisability of future pregnancies depends 
upon the amount of permanent damage sustained 
by the vascular and renal systems (99). 


ECLAMPSIA 


According to Stander (108), the typical clinical 
and laboratory findings of eclampsia are: “. . . hy- 
pertension, albuminuria, edema, convulsions, ele- 
vated blood uric acid and decreased CO: combin- 
ing power, decreased uric acid clearance, and de- 
creased urinary output, followed by a complete re- 
turn to normal after the eclampsia . . .” 


The convulsions of eclampsia are indistinguish- 
able from those of epilepsy (59). Convulsions oc- 
curring during pregnancy may be due to causes 
other than eclampsia. Arnell (5) states that of 
162 pregnant women with convulsions admitted 
at the Louisiana Charity Hospital, only 120 had 
eclampsia. The other 42 patients were diagnosed 
as having epilepsy, central nervous system affec- 
tions, hysteria, diabetes, drug reactions, blood dis- 
eases, hypertensive encephalopathies, chronic 
renal disease, food poisoning, hyperemesis gravida- 
rum, chorea, tetany, and alkalosis. 

Most cases of eclampsia are preceded by pre- 
eclampsia, but the onset of eclampsia may be so 
abrupt that the prodromal signs andsymptoms may 
be missed unless the parturient is seen weekly dur- 
ing the last trimester of pregnancy (45). Stander 
(108) reviewed 24 cases of postpartum eclampsia 
and found that 13 of the patients had had no ante- 
cedent toxemia. 

Eastman and Whitridge state that the approach 
of eclampsia is heralded by: 

1. Severe, continuous headache 
Swelling of the face or fingers 
Dimness or blurring of vision 
Persistent vomiting 
Decrease in urinary output 
Epigastric pain (a late symptom) 

Eclampsia may be mild or severe. Dieckmann 
(31, 33) gives the criteria for severe eclampsia as: 

1. Coma 

2. Temperature of 102° F. or more 

3. Pulse rate over 120/min. 

4. Respiratory rate over 35/min. 

: 


TOM w is) 


More than 1o convulsions 
Cardiovascular impairment (edema of the 
mht persistent cyanosis, low or falling blood pres- 
sure, low pulse pressure) 
7. Failure of treatment to: 
a. Stop the convulsions or prevent their re- 
currence 
b. Produce a urinary output of at least 700 
c.c. per 24 hours 
c. Prevent the onset of, or increase in de- 
gree of, coma 
d. Produce a dilution of the blood as in- 
dicated by a decrease of at least 10 per 
cent in hemoglobin, cell volume, or serum 
protein concentration 
The incidence of eclampsia. Eclampsia occurs 
once in 500 to 800 deliveries (107, 108). Eclamp- 
sia may occur antepartum, intrapartum, or post- 
partum. Intercurrent eclampsia indicates a situa- 
tion in which pregnancy continues for a period of 
time after the eclamptic patient has ceased to have 
convulsions (6). 
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The incidence of the various types of eclampsia 
as given by Greenhill (52), Arnell (5), Irving (59), 
and Whitacre (121) is given below: 


Author Antepartum 





= 
Intrapartum | Postpartum 
per cent per cent per cent 
Greenhill $0. ° } “ia oe ie 20 ° ; 
Arnell [san |r 26.8 
Irving es ee ee ee ee ee 
Whitacre ; i 7 © ra | —— 6 ° i 17.0 at 





Postpartum eclampsia occurs most frequently 
during the first day of the puerperium but may oc- 
cur as late as the eighth day following delivery 
(108). 

In 1945, Arnell and Watson reported 52 cases 
of intercurrent eclampsia without a maternal 
death, the largest series on record. 

The Treatment of Eclampsia. The modern treat- 
ment of eclampsia is medical for reasons already 
cited. Stroganoff (109, 110) introduced the con- 
servative treatment of eclampsia. Titus (115, 116) 
introduced the intravenous use of hypertonic glu- 
cose, and Lazard the intravenous use of magnesium 
sulfate. Bryant and Fleming developed the use of 
veratrum viride in the treatment of eclampsia. 
Hypertonic glucose solutions given intravenously 
and magnesium sulfate given intravenously or in- 
tramuscularly, usually with morphine sulfate or a 
barbiturate, are employed by most workers in the 
treatment of eclampsia (2, 6, 7, 8,9, 11, 12, 21 ,25, 
35) 45, 53> 59, 67, 74, 84, 88, 100, 121, 126). Some 
include veratrum viride in combination (51, 59, 
63),(96, 121,126). Paraldehyde is used as the prin- 
cipal sedative by others (12, 40, 41, 59, 63). A 
few workers recommend venesection when pul- 
monary edema develops (25, 48, 49, 77, 109, 
110). 

The Stroganoff (109, 110) method for treating 
eclampsia, in use at the present time by Kamper- 
mann and Seeley, Falls, and in a more or less 
modified form by Stander, Titus (115, 116), Men- 
gert and Sage, consists of the following: 

1. Morphine sulfate (gr. 14) given hypoder- 
mically 

2. Chloral hydrate (from 20 to 40 gr.) per rec- 
tum 1 hour later 

3. Morphine sulfate (14 gr.) hypodermically 2 
hours later 

4. Chloral hydrate (30 gr.) per rectum 4 hours 
later 

5. Chloral hydrate (from 15 to 30 gr.) per rec- 
tum 6 hours later 

©. Chloral hydrate (20 gr.) per rectum 7 hours 
later 


The chloral hydrate is dissolved in 4 or 5 oz. of 
warm water and slowly injected into the rectum, 
the patient being given light chloroform anesthesia 
to prevent a convulsion which might result from 
the local irritation. The opportunity is used to 
make a rectal examination to determine the pro- 
gress of labor. The patient is kept in a dark room 
and watched carefully. Chloroform is used to con- 
trol the convulsions. If the convulsions are vio- 
lent and numerous, the membranes are ruptured 
and venesection is performed. After recovery the 
patient is given from 5 to to gr. of chloral hydrate 
orally t.i.d. for 3 days. 

Inasmuch as Arnell and Watson have reported 
“51 consecutive cases of all varieties of eclampsia”’ 
without a maternal death, a detailed study of their 
regime for the treatment of eclampsia would not 
be amiss. They (5, 6) attribute their success to 
the following features: 

1. An ultraconservative concept of manage- 
ment (do not overtreat). 

2. Constant care by a trained physician. 

3. Individualized regimen. 

4. Frequent change of posture, oxygen, aspir- 
ation of mucus, and an hourly observation of 
the urinary output by means of a retention 
catheter. 

5. Limitation of sedation to control the fits. 

6. Limitation of intravenous glucose therapy 
just sufficient to maintain the urinary output; 
return to oral glucose therapy as soon as pos- 
sible. 

7. Delayed delivery until recovery occurs. 

8. Induction of labor by the simplest method. 

g. Minimal operative procedures; local anes- 
thesia. 

The workers using the Stroganoff regimen for 
the treatment of eclampsia or a modification of it 
have already been mentioned. Stander (63) (107) 
(108) at the Cornell Medical School uses a modi- 
fied Stroganoff regimen, laying emphasis on the 
treatment of any existing acidosis with sodium 
lactate, the intravenous use of glucose to protect 
the liver and to stimulate the urinary output, 
and conservative treatment of the pregnancy. 
Barbiturates are being used instead of chloral 
hydrate. 

The recommendations of other workers for the 
treatment of eclampsia are given in Table 1 on 
page 321. 

The treatment of pregnancy in eclampsia. The 
Stroganoff method of treatment of eclampsia en- 
tails expectant treatment of the pregnancy (62, 
75, 99, 107, 109, 110, 115, 116). The bag of 
waters may be ruptured if the eclampsia is pro- 
gressive. 
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TABLE I.-—-ESSENTIAL DRUGS AND DOSAGES RECOMMENDED FOR ECLAMPSIA 


Author 
Allen (2) 


Arnell (5,6) 





Boston City 
Hospital (11) 

Cooke (21) 

Cosgrove & Chesley 
(25) 


Danforth (27) 


Morphine sulfate (gr. 


Sedatives 


Magnesium sulfate 


Hypertonic glucose 





10 c.c. 25 per cent solution after first fit. 
Repeat 5 c.c. I.M.* after each fit until 
controlled. 


1000 ¢.c. 20 per cent I.V.* 2 or 3 times 
daily. From 300 to 400 c.c. of 30 per 
cent or from roo to 200 c.c. of 50 per 
_cent to stimulate diuresis. 





4) and sodium 
phenobarbital (gr 5) hypodermically. If 
fits persist give ein 3 to6 gr.’of sodium 
amytal I.V. or repeat the magnesium 
sulfate. After the attack give sodium 
phenobarbital (gr. 1% to3q.) 3to6hrs. 


Sodium luminal, (gr. 2 to 5) 1.M.q. hr. 


p.r.n. Paraldehyde rrectum, 5 dr. 
2 oz. oil Pentothal LV. to control its. 





Morphine sulfate, (gr. 4) 1 dose. 


15 minutes later, if fits are still present, 
give 20 c.c. ro per cent I.V. Repeat if 
fits recur. 


2gm.1.V.q. 3 hrs. until fits are controlled. 
20 c.c. of 10 per cent solution ¢ q. t hr. as 


long as fits persist. 1 dose q. 12 hr. 
times 2 after last fit, I.V 





Morphine sulfate (gr. 4) hypo. stat. and 
q. 1 to 2 hr. until fits cease or respira- 
tions drop to 10o/min. Luminal sod- 
ium, (gr. 5) p-r.n. 





Dieckman (33) (35). 


Eastman (43) (. (44) 
(45) (63) 


Hanley (53) 
Huber (56) 


Irving (59) 





Lumina] sodium (gr. 5) hypo. q. 8 to 12 
hr. Chloral hydrate, gm. 2 in 100 c.c. 
starch water q. 6 to 12 hrs. per rectum. 








30 c.c. of paraldehyde per rectum stat. 


All eclamptics ar 





Chloral hydrate (gr. 20) and sodium bro- 
mide (gr. 60) per rectum. 





5 ‘Sodium qmy tal (3 3/4 to 7% gr.) LV. q 


3 to 





“Morphine sulfate, ar. %) hypo. or pa- 
raldehyde, dr. 5 in 2 oz. oil per rectum. 


Give 


10 c.c. of 50 per cent solution I.M. stat. 
2 c.c. after each fit. Not more than 20 
c.c. in 24 hrs. 


6 c.c. of 50 per cent solution IM stat. 
and 2 c.c. after each fit. 





20€.c “of 50 rant nt solution I. M. and 10 
c.c. every 6 hrs 
e digitalized. 





20€.c. of 10 per cent solution stat. and q. 
1 hr. until fits stop. Not to exceed 120 
c.c. in 24 hrs. 








10 c.c. of 25 per cent solution I.M. ‘after 
each fit. 








From 10 to 20 c.c. of 50 per cent solution 
I.M. q. 4 to 6 hrs. 


Gi minims of veratrum viride (veratrone) hypodermically on admission. Re 
minim doses to keep the blood pressure below 150 systolic and pulse below 80/min. 


500 c.c. of 20 per cent solution I.V. stat 
and during delivery. If heart failure de- 
velops, 500 c.c. of 20 per cent, or from 
50 to 1s0c.c. of soper cent solution I.V 


100 ¢.c. of 50 per cent OF, 300 to 400 ¢.c 
of 20 per cent solution LV. 20r 3 times 
daily. 

From 50 to 150 gm. in 25 or 50 per cent 
_ solution LV. 

300 c.c. of 25 per cent solution E Vv. q.4 
to 12 hours. 


From 500 to 1,000 c.c. of 20 per cent solu- 
tion L.V. q. 8 hrs 


1,000 C.C. of 20 per cent solution LV. q. 
or 3 times a day. From 100 to 200¢.c. 
of 50 per cent solution for heart failure. 

200 ¢.c. of 25 per cent solution I. v. + 
to 6 hrs. 


300 ¢.c. of 25 per cent t solution L v. I 1t04 4 
times daily. 


From 1,000 > to 1,500 c.c. of 20 per cent 
solution I.V. 2 or 3 times daily. Use 30 
or 50 per cent solution for heart failure. 








mes of 25 percent solution J. V.q.4to 
6 hrs 





peat p.r.n. at 20 minute intervalsin 5 to 10 
; repeat if another convulsion occurs. 





Miller (77) (78) 





Montgomery (80) 


Morphine sulfate to control fits. Bar- 


biturates I.V. as an alternate. 





Morphine sulfate {sr- % to %) hypo.| ; 
Chloral hydrate (from 20 to 40 gr.) per 
rectum; also barbiturates. 


°. 





15 c.c. of 10 per cent solution I.V. 





Mussey and Mussey 
(84) 


Heavy sedation with wd cH sulfate 
and pentobarbital (gr. 4), I 





Oldham (88) 


Sewall (100) 


Sodium amytal (gr. 74) IM. Asa last 


resort, ether in oil per rectum. 





15 c.c. of 25 per cent solution 1.M. and 
repeat to control fits. 





Morphine sulfate (gr. '%4) q. 1 hr. until 
fits are over or respirations fall to 15/ 
min. 





Woodward (126) 














None 


20 c.c. of 10 per cent solution I.V. and 
alsoI.M. 1oc.c p.r.nfor fits. Not more 
than 80 c.c. in 24 hrs. 





to c.c. of 50 per cent solution I z. M.. stat. 





and 5 c.c. q. 6 hrs 


From 5 to ro percentsolution L.V. if there 
is no pulmonary edema. 


50 per cent : solution L V. 


100 €.c. of 50 per cent aolattins I.V. and 
repeat if coma persists. 500 c.c. of 20 
per cent solution. 

From 200 to 400 C.C. :. of 50 per cent solu- 
tion I.V. From 500 to 1,000 c.c. of 2c 
_Per cent solution 2 or 3 times daily. 





500 c.c. of 10 percent solution n plus 50c.c. 





of so per cent solution 


Veratrone hypodermically, (minims 3 to 5 or more) q. 2 to 3 hrs. to keep blood pressure below 140/90 and pulse rate 


below 80/min. 





1.M.* means, intramuscularly 
I.V.* means, intravenously 


In 1945 Arnell (5) reported 142 cases of eclamp- 
sia treated by an “ultraconservative’’ method 
without a maternal death. The pregnancies were 
terminated in the following ways: (See table at 


top of page 322). 


ternal death. 


Later in 1945 Arnell and Watson reported 151 
cases of eclampsia, treated in a similar manner as 
the previously mentioned 142 cases, without a ma- 
This last report included 52 cases of 


intercurrent eclampsia. Intercurrent eclampsia is 
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| Type of eclampsia 
} Fercent 
Ante- Intra- Post- hae 
partum | partum | partum cases 
no. of no. of no. of | — 
cases cases cases | 





Method of delivery 


Vaginal delivery 25 37 
Spontaneous delivery § 29 


Forceps delivery ‘4 6 





Breech extraction 


Version and extraction 


Embryotomy 


| 
Abdominal delivery | I 
_ = | ——_ 2 | a 
Cesarean Section and Hysterec- | 


tomy 2 


| 
| 
| 
Cesarean Section | : 
| 


defined as that type in which delivery did not oc- 
cur for 3 or more days after the cessation of con- 
vulsions. 

The methods of delivery in these 52 cases of in- 
tercurrent eclampsia are listed as follows: 





| 
Time interval in days. | Percent 
. oe | of 

| total 


Method 
|} 4gtos 6to7 | 8 to 10 | Over 10 
Cesarean section 7 
Vaginal delivery 
Spontaneous delivery | 
Forceps de liver y ; | 
Breech extraction 
Version and extrac tion| : 
Embryotomy | 
| 


Total 





At the Boston City Hospital (11) it is recom- 
mended that the pregnancy be terminated after 
the convulsions are controlled, vaginally if pos- 
sible, but by cesarean section if vaginal delivery 
appears to be a prolonged affair. Cooke, at the 
University of Texas, terminates the pregnancy af- 
ter the patient is in good condition, cesarean sec- 
tion being used mostly on obstetrical indications. 
He has treated 204 cases of eclampsia with only 
1 maternal death. Cosgrove and Chesley, at the 
Margaret Hague Maternity Hospital, allow the 
pregnancy to proceed until the patient is in good 
condition when labor is terminated, preferably by 
medical induction. Danforth recommends that 
the pregnancy be treated expectantly. Dieckmann, 
(32, 35) at the University of Chicago, ruptures the 
membranes if the patient is in labor; if the patient 
is not in labor the pregnancy may be terminated 
after 8 to 12 hours by the induction of labor, or, 


rarely, by cesarean section under local anesthesia 
for the progressive eclamptic patient. Eastman (43,- 
44, 45, 63), at Johns Hopkins University, treats 
the pregnancy expectantly. Irving (59), of Har- 
vard University, terminates the pregnancy within 
24 to 72 hours, only after the convulsions have 
ceased. If the cervix is soft and dilating the mem- 
branes are ruptured. Miller (77, 78), of the Uni- 
versity of Michigan, states: “After a few days, 
when the patient’s condition has definitely im- 
proved, pregnancy is terminated by inducing labor. 
... We do not subscribe to the idea of carrying 
these patients for any protracted period of time 
after a convulsive seizure.” He states that the 
pregnancy was terminated in 224 toxemic patients 
in the following ways: 

1. Spontaneous delivery in 63 per cent. 

2. Thirty-seven per cent were terminated, 
usually by medical induction (53%) or rupture 
of the membranes (14%). 

3. Cesarean section was carried out in 4.4 per 
cent (10 patients) “but the indications were pri- 
marily for reasons other than toxemia.” 

Mussey and Mussey (84) of the Mayo Clinic in- 
duce labor by medical induction or rupture of the 
membranes after the convulsions are controlled. 
Woodward, at the University of Cincinnati, treats 
the pregnancy expectantly. Allen, at Washington 
University, Falls (48), at the University of Illi- 
nois, Hanley, at the Los Angeles County Hospi- 
tal, and Montgomery (80), at the Jefferson Medical 
School, incline toward operative intervention if 
the eclampsia is progressive. 

The future of the eclamptic patient. Arnell and 
Watson reported that of 38 patients followed from 
6 months to 5 years after an attack of eclampsia, 
only 3 showed any abnormality. The abnormal- 
ity noted was elevation of the blood pressure 
above 140/90 mm. Hg., and this was regarded as 
being due to essential hypertension. 

Cosgrove and Carter (24) found that of 153 
patients who had had eclampsia and were followed 
up for 8 years after the attack, go had 143 subse- 
quent pregnancies and only 2 of these had eclamp- 
sia again. 

Irving (59) states that about 1o per cent of the 
eclamptic patients who were normal before their 
attack of eclampsia developed a subsequent hyper- 
tension and about 4 per cent had another attack 
of eclampsia in a subsequent pregnancy. 

McClellan, Strayhorn and Densen (72) review- 
ed 75 cases of eclampsia, and 30 of the patients 
were observed from 6 months to 13 years after 
the attack. In 32 subsequent pregnancies oc- 
curring in this group there was no recurrence of 
eclampsia. 
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Teel and Reid (112) found an incidence of hy- 
pertension of 10.3 per cent in patients who had 
been followed for 7.6 years after an attack of 
eclampsia, and who were known to be normal 
before the attack. 


VOMITING OF PREGNANCY 


Approximately 50 per cent of pregnant women 
develop some nausea and vomiting during the first 
trimester of the gestation. This usually subsides 
but may become pathologic and progress into hy- 
peremesis gravidarum (28). It is, therefore, im- 
portant to treat all of these mild cases of nausea 
and vomiting to prevent progression into the path- 
ological state. 

The cause of the nausea and vomiting of preg- 
nancy is not known. Symptomatic treatment is 
usually effective. Rest, relief from household du- 
ties, abstinence from sexual intercourse, avoidance 
of tobacco smoke and unpleasant odors, sedatives, 
and frequent small feedings high in carbohydrate 
content usually suffice (39). Vitamin Bg (pyridox- 
ine hydrochloride) has been reported as being very 
beneficial (42) (104) (118), although it has been 
— of other authors that it is valueless 

54). 

Progression of the disease necessitates hospital- 
ization and the institution of a strict program of 
rest, isolation, sedation, and intravenous feedings. 
ee help is often very beneficial (21, 39, 
54). 

Cosgrove and Carter (24) state that they 
treated 290 cases of hyperemesis gravidarum over 
a 10 year period with no deaths and had to per- 
form only 1 therapeutic abortion. 


SUMMARY 


A review of the present concept of the toxe- 
mias of pregnancy and the methods of treatment 
in vogue at the present time is given. Vasospasm 
and sodium and water retention are characteristic 
features of the disease. Mild pre-eclampsia and 
essential hypertension carry a good prognosis for 
the mother and child, but severe cardiovasculo- 
renal disease and chronic nephritis carry a bad 
prognosis for them. A patient with severe pre- 
eclampsia should have her pregnancy terminated, 
preferably after the fetus is viable, and the method 
of termination should depend upon the state of the 
cervix. 

Cesarean section is being employed more fre- 
quently as a means of delivery in the patient with 
severe pre-eclampsia. Once eclampsia has super- 
vened, the best results are obtained by treating 
the eclampsia medically and the pregnancy expect- 
antly. 
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Savilahti, M.: The Treatment of Progressive 
Exophthalmos. Ann. med. int. fenn., 1946, 35: 214. 


The author reports 3 cases of so-called malignant 
exophthalmos with severe neurasthenic symptoms, 
goiter, and exophthalmos; in 2 of the cases there were 
slight, and in 1, marked, evidence of thyrotoxicosis. 
In 1 patient the condition occurred following a twin 
pregnancy; in another, it occurred in connection with 
a tuberculous infection; in the third patient the con- 
dition followed severe mental trauma. Definite 
myxedema was present in 1 case. The exophthalmos 
increased in all patients, either directly after thyroid- 
ectomy or several months later. The thyroidectomy, 
or possibly postoperative iodine therapy in one 
patient, would seem to be the cause of the progressive 
exophthalmos. 

In the patient with myxedema, thyroid medication 
proved helpful. X-ray treatment over the pituitary 
was helpful in one mild case. In a more severe case 
the condition appeared aggravated by the pituitary 
x-ray therapy, and a Nafiziger orbital decompression 
was performed; immediate improvement was ob- 
served. 

It is emphasized that thyroidectomy should be 
avoided unless the thyrotoxic symptoms demand it. 
Whenever possible, thyroid tablets should be pre- 
scribed. X-ray treatment over the pituitary is 
advocated, and in severe cases, if necessary for the 
preservation of vision, orbital decompression may be 
carried out. Wituram A. Mann, M.D. 


Davidson, A.: Primary Lipid Dystrophy of the Cor- 
nea. Arch. Ophth., Chic., 1947, 37: 433- 

The author reports a case of primary lipid dys- 
trophy with associated hypercholesteremia. The 
patient, a 61 year old negro, had had repeated at- 
tacks of pain, lacrimation, and injection of the con- 
junctiva at intervals of about 3 months, first in his 
left eve and then in both eyes. He had noted smoky 
vision in his left eye. Examination showed a grayish 
opacity in the posterior layers of the right cornea ina 
small area just inside the limbus on the lateral 
aspect. It was a whitish, greasy appearing material 
immediately in front of Decemet’s membrane, ex- 
tending forward into the stroma, never more than 
half its thickness. There were tiny, glittering, dull 
gold particles in this area. There was little vascular- 
ization; there were no keratitic precipitates and no 
aqueous flare. In the left eye there were two dense, 
vellowish-white, vascularized corneal opacities ap- 
parently involving all the layers and almost com- 
pletely covering the cornea except for a small area 
above and below the pupillary area. There were 
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small chalklike deposits at various depths of the 
stroma. There was a constant progression of the 
opacities in both eyes. The serum cholesterol varied 
from 225 to 390 mgm. per 100 c.c., and a roentgeno- 
gram of the skull was negative. 

A corneal transplant which was done on the left 
eye quickly became vascularized and opaque. Sec- 
tions of the disc which were removed from the cornea 
showed normal epithelium, considerable vasculariza- 
tion, and an incomplete Bowman’s membrane. There 
were focal accumulations of macrophages with rare 
lymphocytes; large and small globules of fat were 
numerous both extracellularly and within the macro- 
phages. Later, the cornea about the transplant 
showed a definite clearing and it was thought that 
this peripheral clearing might be the course of the 
primary lipid dystrophies. The etiologic factors are 
obscure but other cases with high blood cholesterols 
have been reported. RoceR H. Jounson, M.D. 


Leopold, I. H., and Adler, F. H.: The Use of Frozen- 
Cornea as Transplant Material. Arch. 
Ophth., Chic., 1947, 37: 268. 


The authors have carried out experimental work 
with frozen-dried corneal tissue in rabbits. The 
technique employed is described, as wellasthe method 
of freezing and rehydration. Of the 75 frozen-dried 
corneas used as transplants, 59 takes resulted. Of 
the 59 takes, 19 grafts showed corneal vasculariza- 
tion; 6 showed infection as an outstanding complica- 
tion, and 9 showed persistent corneal edema. The 
other 25 corneas showed no serious complication. In 
7 of the 20 eyes that received fresh corneal tissue for 
transplants, the cornea healed in place and remained 
transparent for the 6 months’ period of observation. 

Results indicated that frozen-dried cornea may be 
transplanted into normal rabbit eyes without pro- 
ducing unusual host reduction. It would appear that 
the chief cause for failure to regain transparency lies 
in the rehydration process. 

HunTER H. Romaine, M.D. 


Duguid, J. P., Ginsberg, M., Fraser, I. C., Maca- 
skill, J.. and Others: Experimental Observa- 
tions on the Intravitreous Use of Penicillin and 
Other Drugs. Brit. J. Ophth., 1947, 31: 193. 


The effect of the injection into the vitreous of com- 
mercial penicillin, the pure sodium salt of penicillin, 
sodium sulfacetamide, marfanil, and V.335 (p- 
methyl sulfonyl benzylamine) was studied in rabbits. 
In most cases a single injection of .o5 or 0.1 c.c. was 
made; in other cases the injection was repeated in 48 
hours. Control experiments with normal saline solu- 
tion were carried out. A total of 52 eyes were used, 
of which 36 were examined histologically. 
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Eight eyes were injected with commercial penicil- 
lin, of which 4 were sectioned. In only 1 of these had 
infection been experimentally introduced. In all of 
the cases the fundi were damaged. There were pig- 
mentary changes which in 1 case progressed to retini- 
tis proliferans. There was a tendency toward vascu- 
lar proliferation and retinal hemorrhages. Similar 
but less marked changes were found with crystalline 
penicillin, and there seemed to be no predilection for 
the vascular system as with the commercial prepa- 
ration. 

Sodium sulfacetamide was injected into 16 eyes. 
The maximum effect appeared only after a delay of 
several weeks but there was a destructive effect on 
the retina at the level of the rod and cone layer. One 
eye receiving a double injection showed retinal de- 
tachment and cystic formation within the retina. 
The damage in all of the cases was more extensive 
than when crystalline penicillin was injected. 

Marfanil caused marked constriction of the retinal 
vessels and there was marked disturbance in the rod 
and cone layer. 

There was also marked retinal destruction in 9 
eyes in which V.335 was injected. In this instance 
the choroid also seemed to be largely affected, but 
with the other material used it seemed to be only 
slightly involved. 

A further study was made of the diffusion of drugs 
within both normal and infected eyes following intra- 
vitreous injection. In the infected eyes virulent 
hemolytic streptococci were injected, all untreated 
cases resulting in vitreous abscess and an opaque 
vitreous. When penicillin was injected up to 6 
hours after inoculation it prevented the develop- 
ment of infection, but it had no effect when injection 
was delayed for 24 hours. Sodium sulfacetamide 
prevented infection in some cases and merely de- 
layed it in others. Favorable results were obtained 
with marfanil and V.335, but because of their toxic 
effects on the eye their action was not fully studied. 

In spite of the toxic effects the authors believe that 
when an eye is endangered by a severe vitreous infec- 
tion the use of pure penicillin by injection into the 
vitreous may be justified, but the use of the other 
substances studied seems to be contraindicated be- 
cause of their severe toxic effects. 

Witiram A. Mann, M.D. 


Cordes, F. C.: Types of Congenital Cataract. Am. 
J. Ophth., 1947, 30: 397. 

As the third Gifford Memorial Lecture, Cordes 
has offered a systematic discussion of the various 
forms of congenital cataract. It is well known that 
certain forms have a hereditary tendency, primarily 
of the dominant type, but various types may appear 
in the same family. Other ocular abnormalities oc- 
cur in about 50 per cent of the cases of congenital 
cataract, including strabismus, amblyopia, nystag- 
mus, aniridia, choroidal and retinal changes, and 
microphthalmos. 

There appears to be a definite hereditary tendency 
in the following types of cataract: congenital total 


HEAD AND NECK 327 


x 


cataract, lamellar cataract, embryonal nuclear cat- 
aract, coralliform cataract, spear cataract, floriform 
cataract, anterior axial embryonal cataract, anterior 
and posterior polar cataract, axial fusiform cataract, 
stellate cataract, and disc shaped cataract. 

Biomicroscopy of the lens is important in the lo- 
calization of the lens opacity, which in turn reveals 
the time of onset of the opacity. For practical pur- 
poses the zones recognized are: the embryonal nu- 
cleus (lying between the Y sutures); the portion of 
the lens formed before the third month; the fetal 
nucleus surrounding the first zone and formed in 
intrauterine life after the third month; the adult 
nucleus formed during adolescence and early adult 
life; and the cortex, the fibers of which are laid down 
in later life. 

Intrauterine trauma may sometimes produce lens 
opacities, as seen in the reduplication cataracts. It 
is also known that interference with calcium meta- 
bolism and parathyroid secretion, as well as avita- 
minosis, will cause lens changes, 

There has been considerable attention of late to 
congenital cataract following rubella in the mother 
during pregnancy. Sections of an eye with cataract 
in a 7 weeks’ embryo with a history of rubella in the 
mother during the fifth week of pregnancy indicates 
that the damage is done at the time of the infection. 

It is emphasized that the lens is transparent in its 
normal development and that all congenital lens 
opacities are pure aberrations and not arrests. 

WILuraM A. Mann, M.D. 


Bakker, A.: The Action of the Sulfanilamide on 
Rabbits’ Lenses in Vitro. Brit. J. Ophth., 1947, 
31: 216. 


Some years ago the author demonstrated that the 
perfusion culture method of de Haan kept alive rab- 
bits’ lenses in vitro for many days. He has now uti- 
lized this method for the study of the toxic action of 
chemicals on the lens. 

A concentration of 20 mgm. per cent of sulfanila- 
mide had no noxious effects on the lenses of a 7 weeks 
old rabbit, and after 3 days in the culture vessel the 
lenses were quite clear. When the concentration was 
raised to 400 mgm. per cent, however, the lenses of a 
4 weeks old rabbit became quite opaque within 2 
hours. Within 15 hours, letters on an underlying 
paper could no longer be read. After 3 days the ex- 
periment was stopped. The opacities were chiefly in 
the posterior cortex although some were found in the 
anterior cortex. The lenses contained 385 mgm. per 
cent of sulfanilamide, which shows that the capsule 
is freely permeable to this drug. The toxicity of the 
substance was much less marked when the lenses of 
adult rabbits were used, and it required 5 days with 
a concentration of 400 mgm. per cent to produce 
some opacities. 

The concentration of sulfanilamide required to 
produce the lens opacities is much above a normal 
therapeutic dose, yet the author believes that some 
caution is advisable in use of the drug. A case is 
briefly mentioned in which a patient who had re- 
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ceived sulfanilamide over a period of 4 months de- 
veloped capsular and subcapsular opacities. 
WituiaM A. Mann, M.D. 


Woods, A. C.: Hypersensitivity and Uveal Disease. 
Am. J. Ophth., 1947, 30: 257. 


Woods discusses the influence of hypersensitivity 
on endogenous uveal disease. He points out the 
clinical differences between nongranulomatous and 
granulomatous uveitis. In both types the eye is in- 
vaded by living bacteria, but not only the patho- 
genesis but also the character of the lesions is different. 

In nongranulomatous uveitis only organisms of 
low virulence or in small numbers invade the eye. 
These are destroyed by the normal bactericidal ac- 
tion of the ocular fluids so that either insignificant 
lesions or no lesions at all result. However, a local 
hypersensitivity of the ocular tissues to the bacterial 
protein or to the soluble bacterial products develops. 
This hypersensitivity may be bacterial or anaphylac- 
tic. When bacterial antigens again reach the eye 
through reinfection or absorption from an infected 
focus, or even from a normal cutaneous surface or 
mucous membrane, a hypersensitive reaction to or- 
ganisms which do not proliferate or to their bacterial 
products occurs inthe eye. The reaction is an evanes- 
cent, intensely vascular congestion with minimum 
tissue damage—a nongranulomatous uveitis. 

In granulomatous uveitis the mechanism is differ- 
ent. Organisms which reach the eye are not de- 
stroyed, but remain viable in the ocular tissues. 
Their presence results in proliferation and their 
toxicity produces local lesions in the eye. The re- 
sulting lesion depends on factors of local hypersen- 
sitivity and of general immunity. Proliferation of 
the organisms in the eye produces a local hypersen- 
sitivity (to the bacterial products) of the bacterial 
type, and a reaction between the hypersensitive tis- 
sue and the bacterial products may result. If pro- 
liferation of the bacteria is not inhibited by immunity 
this hypersensitive reaction will be progressive and 
result in inflammation, caseation, necrosis, tissue 
destruction, and a compensatory overgrowth of 
granulomatous tissue. If a natural or an acquired 
resistance to the infection is presented, proliferation 
of bacteria is restrained and reaction is minimal. 

Tuberculosis is used as an example to illustrate 
hypersensitivity and immunity in granulomatous 
uveitis, but Woods believes the general principles of 
resistance to infection and of tissue hypersensitivity 
apply to lesions in other types of infectious granu- 
lomatous diseases. Josuua ZucKERMANN, M.D. 


Friedenwald, J. S.: Disease Processes Versus Dis- 
ease Pictures in the Interpretation of Retinal 
Vascular Lesions. Arch. Ophth., Chic., 1947, 37: 
403. 

The author divides the vascular diseases into four 
major, potentially independent processes: senes- 
cence, atherosclerosis, hypertensive arteriosclerotic 
disease, and diabetic vascular disease; the rare con- 
ditions are omitted. 


Changes of senescence. A typical ophthalmoscopic 
picture of senescence includes narrow straight vessels 
which branch at acute angles and show diminished 
intensity of the vascular light streak. Retinal luster 
is decreased and there are associated degenerative 
changes such as colloidal excrescences and atrophic 
changes in the choroid. The ophthalmoscopic pic- 
ture of the senile fundus is probably brought about 
by atherosclerosis, capillary fibrosis, and senile 
changes in systems which are not components of 
the connective tissue and vascular systems. The 
retinal findings of the so-called senile degenerative 
conditions are an unreliable index of the state of 
senescence of the patient’s vascular system as a 
whole. 

Atherosclerosis. The point of maximal predilection 
for the atheroma in the retinal artery is at or behind 
the optic disc, but small atheromas are not uncom- 
mon in other portions of the retinal arterioles. Since, 
as a rule, the wall of a vessel remains invisible, the 
ophthalmoscopic appearance of such a lesion is a 
local constriction in caliber. It is only when an opaque 
spot in the vessel wall is seen associated with a local- 
ized constriction of caliber that the lesion can be 
called atherosclerotic and not spastic. When the 
atheromas are widely developed, white streaks of 
appreciable length may be seen on one or both sides 
of the blood column and they are difficult to differ- 
entiate from hyalinearteriolarsclerosis. Anatheroma 
at the point of arteriovenous crossing may cause 
endothelial proliferation within the vein with a pos- 
sible venous occlusion. Atheromas in the renal ar- 
tery may cause a superimposed renal hypertensive 
disease. 

The hypertensive arteriolosclerotic process. The au- 
thor believes that atherosclerotic hypertension an: 
arteriolosclerotic hypertension are two entirely dif- 
ferent disease processes. He describes the athero- 
sclerotic hypertensive patient as usually being over 
60 years old with a rather fixed hypertension and 
with retinal vessels which are almost always narrow 
and straight and which branch at acute angles. There 
is a close correlation between the degree of arteriolar 
narrowing and the degree of hypertension. He be- 
lieves that the arteriolosclerotic hypertensive patient 
usually begins his course under 50 years of age with 
retinal arteries of generally normal caliber and tor- 
tuosity. If constriction occurs, it is usually seg- 
mental and involves only isolated branches rather 
than the whole arterial tree. Later, as hyalinization 
develops, the arterial blood column becomes narrow. 
If the retinal arteries show obvious evidence of hya- 
line thickening or of atheromatous plaques, no diag- 
nostic difficulty remains, but if the observations of 
caliber and tortuosity are the only guide, a differ- 
entiation is impossible. In essential hypertension, 
the thickening of the vessel wall produces an in- 
creased brightness and width of the arterial light 
streak which gives the vessel a coppery appearance. 
A thicker arterial wall also causes more compression 
of the venous blood column. Later, hemorrhages and 
cotton wool spots appear. Spontaneous remissions of 
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these lesions are common. In the malignant phase, 
neuroretinal edema with a star-shaped figure in the 
macula, flat detachment of the retina, and other 
changes appear. Even here spontaneous remissions 
can occur. The course of the hypertensive arteri- 
olosclerotic disease complex can be followed reason- 
ably closely with the ophthalmoscope though the 
correlation is not an absolute one. 

Diabetic vascular lesions of the retina. Diabetic 
retinitis is related much more closely to the duration 
of the diabetes than to its severity, and the regulation 
of the blood sugar seems to have little effect on its 
onset and progress. It has been shown that there is 
an increased capillary fragility in patients with dia- 
betic hemorrhagic retinitis and the author feels there 
is no doubt that the retinitis of diabetes is a mani- 
festation of general capillary abnormality. He be- 
lieves that the petechial hemorrhages are formed by 
small leaks in the capillary endothelium and it has 
been shown that the endothelium then goes out 
around the extravasated red cells to form an endo- 
thelial sac. Exudates may be caused by smaller leaks 
allowing only plasma to escape. The course of dia- 
betic retinitis is generally progressive but there may 
be spontaneous remissions. 

ROGER H. Jounson, M.D. 


Sugar, H.S.: Acute Glaucoma; A Follow Up Study. 
Am. J. Ophth., 1947, 30: 451. 


In an analysis of 45 patients with a diagnosis of 
“primary” acute glaucoma, studied over a period of 
6 years, it was found that 26.6 per cent showed some 
significant change during the follow up period. It is 
believed that clinical descriptions of the vascular re- 
action in the main diagnosis are not justified. 

In this follow up study, 3 of the 11 patients with 
spontaneous attacks of acute glaucoma had no ex- 
ternally visible ocular congestion. It is probable 
that the classical ‘‘acute congestive glaucoma,” 
“chronic congestive glaucoma,”’ dilatation glaucoma, 
and ‘‘preglaucoma”’ are all clinical phases of the 
same condition. 

Acute glaucoma may be superimposed on other 
forms, such as glaucoma capsulare and simple glau- 
coma, 

Miotics used in treating glaucoma may add a con- 
gestive angle-narrowing factor when the angle is al- 
ready anatomically too narrow. A combination with 
vasoconstrictors is suggested as a new approach to 
the therapy of acute glaucoma. 

Wituram A. Mann, M.D. 


Thomas, G. J., and McCaslin, M. F.: Pentothal 
Sodium in Ophthalmic Surgery. Arch. Ophth., 
Chic., 1947, 37: 452. 

The authors believe that intravenous anesthesia 
has a definite place in ophthalmic surgery because 
the period of induction is short and pleasant, and the 
depth of narcosis controllable and sufficient. It has 
the added ophthalmic advantages of a free operative 
field and of reducing the intraocular tension from 40 
to 60 per cent. They believe pentothal sodium has 
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advantages over the other intravenous anesthetics 
since it causes less twitching and less postanesthetic 
nausea and vomiting. 

The data is based on over 3,000 administrations of 
pentothal sodium for all types of ophthalmic surgery 
in patients varying in age from 7 to 93 years. The 
satisfactory results are attributed to careful preoper- 
ative, operative, and postoperative management. 
The authors note especially that a barbiturate should 
be given the night before surgery as a test of the pa- 
tient’s idiosyncrasy to the drug. Administration of 
atropine is emphasized since it tends to prevent 
coughing, sneezing, or laryngospasm; and they be- 
lieve that cocaine hydrochloride used in the eye tends 
to prevent sneezing. The oropharyngeal airway is 
not used for fear of causing laryngospasm, but a 
tongue suture and a mouth hook are inserted instead. 
A 4 per cent solution of pentothal sodium is used for 
patients under 50 years of age and a 2 per cent solu- 
tion for those of 50 years or older. Nijathamide is 
given to the older group and to those with coronary 
disease and arteriosclerosis. During the corneal sec- 
tion and cataract extraction the slow injection of a 
one-half cubic centimeter of pentothal sodium is 
made with a 20 second pause following each injec- 
tion. One cubic centimeter of pentothal sodium is 
given when the cataract is delivered. Occasionally 
coughing, laryngospasm, hiccups, cyanosis and cardi- 
ac embarrassmentmayoccur. Sincethe most common 
postanesthetic complication is respiratory depression, 
all patients should be given oxygen continuously 
until they have completely reacted; those who fail 
to react within 2 or 3 hours after surgery have had 
an overdose of pentothal. In these cases, the authors 
suggest the continuous use of oxygen, frequent as- 
piration, metrazol, hypertonic solutions of sucrose, 
and repeated small transfusions of plasma. Pento- 
thal sodium is contraindicated when there is inter- 
ference with respiratory function, in bronchiectasis, 
severe anemia, shock, and in children under 8 years 
of age. RoGeER H. Jounson, M.D. 


EAR 


Cawthorne, Terence: Méniére’s Disease. Ann. Otol. 
Rhinol., 1947, 56: 18. 


The author discusses clinical details of Méniéres 
disease on the basis of his personal experiences during 
the investigation’ and treatment of more than 400 
cases. 

He mentions briefly the history of Méniére’s orig- 
inal paper and the objections by some writers to the 
findings in Méniére’s typical case. The author states 
that there is evidence in the literature that the dis- 
ease has attacked many people who were more or 
less famous in history, and there are even records 
that it may have affected people in the early days of 
the Christian era in Rome. More than 50 years ago 
it was suggested that the cause of the disease was an 
increase of pressure within the labyrinth and the 
condition was declared similar to glaucoma. Several 
other theories concerning the cause of the disease 
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were mentioned. The author shows several photo- 
micrographs of normal labyrinths and of labyrinths 
affected by the disease, showing the pathology. Be- 
cause of the definite pathology, it could be stated 
that a firm basis for the disease was established and 
that the essential mechanism of the disorder is an 
obstructive distention of the endolymphatic system. 
Some men believe that a focus of sepsis may be re- 
sponsible, although in the author’s series of cases 
under review, very few instances of probable foci of 
sepsis were encountered. The author believes that 
undue attention has been paid in the past to the 
influence of eustachian insufficiency and other con- 
ditions of the middle ear and even of the external 
ear upon Méniére’s disease. He also does not believe 
that Dandy’s view is correct. 

Of the author’s 424 cases under review, slightly 
more than half were in males, and three-quarters 
occurred in patients between the ages of 30 and 60. 

The general picture of the disease was highly char- 
acteristic and was exhibited by a large proportion of 
the cases under review, although the signs and symp- 
toms varied in their relative intensity and in order 
of their first appearance. In all cases there were, for 
no apparent reason, periodic bouts of paroxysmal 
vertigo accompanied as a rule by nausea and vomit- 
ing, deafness of the perceptive type, always more 
noticeable on one side, and tinnitus, but no other 
signs of disease within the central nervous system. 
A variable, but at times distressing, feature of the 
complaint was the depressing influence of these sud- 
den attacks upon the general well-being and every- 
day life of the patient. The nature, intensity, direc- 
tion, and duration of the attacks varied considerably, 
not only from patient to patient but from attack to 
attack. The bouts tended to occur in groups, there 
being several within a relatively short period of time 
followed by long intervals of freedom which might 
extend over years. In some patients the attacks were 
always slight, while in others there was a combina- 
tion of severe and mild attacks. The attacks did not 
appear to be precipitated by any particular activity, 
but they often occurred in the early morning shortly 
after the patient arose. Occasionally they awoke a 
patient from his sleep. In less than half of the cases 
there was a warning of an impending attack. An 
increase in the intensity or an alteration in the char- 
acter of the tinnitus was often noted prior to an 
attack, while in some cases there was an accentuation 
of the deafness or an increased dislike of loud sounds. 
A feeling of fullness, distention, or numbness just 
behind or in the affected ear was also noticed at 
times, while a headache usually described in terms 
of pressure or bursting rather than of pain was some- 
times experienced. The warning symptoms contin- 
ued through the attack and at times lasted a short 
time afterward. In some cases there was a feeling of 
lightheadedness and slight disturbance of the balance 
before and after the attacks. The attack usually 
took the form of the sensation of movement of the 
surrounding objects, less commonly of the subject 
himself, and but rarely a combination of both. The 


direction of the apparent movement could very sel- 
dom be described by the patient. The attacks might 
last a matter of minutes or a few hours, and, if se- 
vere, would often render the patient helpless. Some 
patients during an attack would be able to take 
themselves home either by walking or occasionally 
by driving a car. Nausea and vomiting usually ac- 
companied the attacks with varying severity. The 
vomiting appeared toward the end of the attack or 
all during the attack. Accompanying the attack 
were also pallor, cokd sweat, a slow thready pulse, 
increased activity of the stomach and biliary pas- 
sages, and at times even all points of the intestinal 
tract might be effected as by a strong vagal storm, 
and bowel movements would often make the attack 
even more distressful to the patient. The two symp- 
toms of a cochlear disturbance, deafness and tinni- 
tus, usually went together and they were rarely ab- 
sent in the established disease. The deafness was of 
the perceptive type and presented two distinguishing 
features. In the first place, the deafness was subject 
to sudden variations and an important feature of this 
type of deafness was the discomfort due to the dis- 
tortion of loud sounds, particularly if they were high 
pitched. Some patients were made more uncomfort- 
able by any sounds, particularly children’s voices, 
the rattle of dishes, noisy planes, and road traffic. 
Because of this, the hearing on the affected side may 
be definitely handicapped to a greater extent than 
by the actual deafness that is present. The tinnitus 
commonly fluctuated with the deafness and it was 
not unusual to find two types of tinnitus in the same 
ear, such as a constant hum or buzz, and, often be- 
fore or during an attack, a sound of jangling ma- 
chinery. True loss of consciousness during an attack 
was extremely rare and the author noticed it in only 
2 of his cases. Nystagmus of the eyes accompanied 
severe attacks and often caused a temporary impair- 
ment of vision, although no true diplopia or loss of 
vision occurred without loss of consciousness. Spon- 
taneous nystagmus was seen only during an attack 
and for a short while after an attack. 

The author discusses the diagnosis of the disease 
and states that it rarely causes any doubt in estab- 
lished cases. The paroxysms of vertigo alternating 
with intervals of freedom, the perceptive deafness, 
particularly in one ear, the absence of any signs of 
disorder within the central nervous system, and the 
decrease in vestibular function on the involved side 
are usually characteristic and point toward the diag- 
nosis. The disease must be differentiated from any 
conditions of the central nervous system, such as 
tumors, disseminated sclerosis, tumors of the eighth 
nerve, epilepsy, and intracranial vascular disturb- 
ances. However, the type of vertigo and other signs 
and symptoms usually help the differentiation. 

The treatment of the disease was also discussed. 
Once the diagnosis has been made, the first step is to 
tell the patient what he has, describing to him the 
pathology behind the disease and the prognosis. 
When this is done, it usually relieves the patient of 
many worries concerning his condition. He should 
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know that most of the attacks can usually be con- 
trolled and sometimes abolished, although it does 
not necessarily mean the entire disappearance of all 
symptoms. In general, conservative treatment tends 
to smother the attacks rather than to abolish them, 
while surgical intervention, although it prevents 
further attacks, may leave some residual dizziness, 
particularly provoked by sudden head movements, 
and also a tendency to tire easily. 

Many different forms of treatment have been ad- 
vocated. The author refers to an article written pre- 
viously by himself on this subject. In all of the cases 
under review he made a trial of conservative therapy. 
Most of them had had some treatment before, par- 
ticularly with sedatives, which was of some help. 
He found that the exclusion of salt and salty foods 
from the diet, combined with limitation of the fluid 
intake, had resulted in a greater measure of relief 
than any other form of conservative therapy. The 
author gives a list of foods that should be avoided. 
These foods are those which commonly contain a 
large amount of salt. Added salt for seasoning should 
be avoided and bread should be baked free of salt 
when practical. No more than 2% pints of fluid 
should be taken in any 24 hours. In addition, injec- 
tions of histamine have been successful in many 
cases. 


Patients whose attacks were not controlled by - 


conservative treatment, in whom only one vestibular 
labyrinth was affected, and in whom the hearing on 
the same side was obviously impaired were consid- 
ered suitable cases for destruction of the end-organ. 
This was usually effected by removing a piece of the 
membranous external semicircular canal, although it 
has been found that the same result followed tearing 
of the canal. Freedom from troublesome complica- 
tions was attributed to the simplicity of the pro- 
cedure, although in 2 of 135 operative cases mild 
sepsis supervened. In 5 of 135 operative cases, the 
saccus endolymphaticus was incised, while labyrin- 
thotomy, such as alcohol injection, membranous 
canal diathermy, and membranous canal excision, 
was done in 130 cases. 

The author briefly describes the operation which 
is done under general anesthesia, through a post- 
auricular mastoid incision and the external semicir- 
cular canal exposed by the mastoid route. The incus 
is often removed to give better exposure. The mem- 
branous canal is identified after removal of the bony 
external semicircular canal. Part of the membranous 
canal is removed with fine forceps and the mastoid 
wound is closed without drainage. Of the author’s 
135 cases, 133 healed by first intention, and in 2 
cases a low-grade infection with ear discharge fol- 
lowed in 1 week. There were no other complications 
and no deaths. As results of his operation in 135 
cases, the cochlear and vestibular function was abol- 
ished in 133 cases and not abolished in 2 cases. One 
hundred and twenty of the patients were benefited 
and were able to work, and g were not benefited and 
were unable to work; there is no record of 6 cases. 
The 2 cases in which both the cochlear and vestibular 
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function were not lost were cases in which a saccus 
endolymphaticus was incised. One difficulty with 
the operation is that the procedure destroys any 
hearing in the affected ear, but as a rule in the cases 
coming to operation the hearing is of no value. Asa 
rule, the patient’s postoperative course is uneventful 
although there may be some considerable dizziness 
for a day or so, but he is usually out of the hospital 
in about 3 weeks. He may have some dizziness on 
quick motion of the head afterward and he may also 
tire easily. However, most patients are very grati- 
fied with the results and are glad to return to work 
within about 2 months after operation. 
WILLIAM A. AHROON, M.D 


NOSE AND SINUSES 


Wright, William K.; Shambaugh, George E., Jr.; 
and Green, Lois: Congenital Choanal Atresia. 
A New Surgical Approach. Ann. Otol. Rhinol., 
1947, 50: 120. 


The authors state that atresia of the choana is a 
rare congenital condition and was first reported in 
1829. Two hundred and thirty cases have been re- 
ported. The atresia occurs at the junction of the 
hard and soft palates and extends to the base of the 
sphenoid bone. About go per cent are bony in type 
and 1o per cent are membranous. A good percentage 
may be of a mixed type. 

There is a low incidence of associated congenital 
anomalies with congenital choanal atresia. The au- 
thors mentioned several existing theories concerning 
the condition, as follows: 

1. Persistence of the upper part of the buccal 

membrane. 

2. Persistence of the nasobuccal membrane. 

3. Overgrowth of the palatine processes at the 
choanae so that they fuse not only with the 
septum but also with the base of the sphenoid 
bone. 

These hypotheses are all difficult to prove or dis- 
prove, and the most popular conception seems to be 
the persistence of the nasobuccal membrane. ‘The 
flaws in this theory were given. 

The authors present a diagram of the embryo- 
logical development of the choanae. 

They report a case of a 23 year old white female 
who came to the Northwestern Otolaryngological 
Clinic, Chicago, complaining of a mucopurulent dis- 
charge from her left nostril of 3 years’ duration. The 
patient was unable to blow her left nostril and had 
never been able to do so. Examination revealed no 
choana on the left side. A probe passed through the 
left anterior naris was prevented from passing into 
the nasopharynx by what appeared to be a bony 
obstruction in the posterior region. Mercurochrome, 
and later lipiodol, introduced into the left nostril did 
not reach the nasopharynx and x-ray films with lipi- 
odol showed the presence of an atresia of the choana 
which was thicker below than above. The family 
history and past history were essentially negative. 
On closer examination it was noted that the lateral 
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nasal wall on the atretic side protruded medially at 
its posterior aspect and the floor of this nostril be- 
came elevated so that posteriorly it was 1 cm. above 
the floor of the other side. There was also a lateral 
deviation of the posterior part of the nasal septum 
toward the affected side and a medial displacement 
of the lateral wall of the nasopharynx on the ob- 
structed side so that the left eustachian tube orifice 
lay almost in the midline. Lipiodol displacement 
showed absence of the left sphenoid bone with par- 
tial pneumatization of the left side by the right 
sphenoid. The left side of the nose contained typical 
glairy mucous. Nasal smears revealed many leuco- 
cytes but no eosinophils. 

The authors briefly mentioned several procedures 
for the relief of this condition, such as the use of 
chisels, gouges, curettes, cautery, burrs, and electro- 
coagulation by either of two routes: splitting the soft 
and hard palates or by way of the anterior nares. 
The authors believed that a more adequate exposure 
than usual had to be done in this case because of the 
unusual medial displacement of the lateral wall of 
the nose and nasopharynx, including the spheno- 
palatine ganglion and the internal maxillary artery 
with its large branches. It was thought that a better 
exposure might be made by a Caldwell-Luc incision 
with removal of the anterior face of the antrum and 
by making a second window through the medial wall 
of the antrum at its posterior aspect. The advantage 
of this procedure would be that it provides a ready 
access to the sphenopalatine artery via the posterior 
wall of the antrum in case of unexpected and un- 
controllable hemorrhage. 

The patient was admitted to the Wesley Memorial 
Hospital of Chicago, and the operation was per- 
formed after blocking of the second division of the 
trigeminal nerve via the posterior palatine canal. No 
other anesthesia was necessary. The usual Caldwell- 
Luc procedure was carried out and revealed a normal 
maxillary sinus. On removal of the lateral wall of 
the nose into the inferior meatus a thick, hard, bony 
ledge was found projecting medially at a level with 
the posterior border of the antrum. When the pos- 
terior portion of the nasal septum was resected it was 
found that the thick bony ledge projected medially 
only slightly more than the lateral wall of the naso- 
pharynx. It was decided that resection of this ledge 
might open into the sphenopalatine fossa and at best 
would produce a source of much granulation tissue. 
Therefore, a large rubber tube was inserted through 
the anterior naris on the left and passed through the 
perforation in the posterior part of the septum into 
the nasopharynx. The Caldwell-Luc incision was 
closed in the usual manner and no other packing or 
dressing was applied. 

The patient’s postoperative course was unevent- 
ful. The rubber tube was removed after 48 hours and 
the patient was discharged from the hospital. She 
was followed up in the clinic and advised to snuff 
physiological sodium chloride solution into her nose. 
Epithelization of the margin of the septal perforation 
was almost complete in a week and the opening of 


the septum remained the same size (about 1.5 cm.) 
6 months postoperatively to date. The patient was 
able to breathe through both sides of her nose, al- 
though somewhat better on the right which was the 
normal side. However, she could blow either side of 
her nose equally well and was very well satisfied with 
the operation. The mucoid discharge from the left 
side of the nose continued to be greater than from 
the normal side, but this has caused her little incon- 
venience as she was able to blow her nose adequately. 
The secretions, however, are slowly decreasing and 
may become unnoticeable in time. 

The authors believe that this operation may be of 
value in other cases of this type in which there is 
unilateral choanal atresia. There is minimal manip- 
ulation, and the absence of packs and other foreign 
material used postoperatively appeared to be re- 
sponsible for the minimum infection and granulation 
seen during healing. In many cases described in the 
literature the postoperative packs, cautery, insertion 
of tubes over a long period of time, and even epi- 
dermal skin grafts on the mucosal surfaces may all 
have been causing a greater tendency toward scar- 
ring and contraction of the new opening. This meth- 
od gave better exposure to the operative field and 
better control of hemorrhage with less danger of in- 
jury to the pterygopalatine nerves and blood vessels. 

Wrttiam A. Anroon, M.D. 


Dunn, R. E.: Penicillin in the Treatment of Infec- 
tions in the Nasal Passages and Sinuses. Austral. 
N. Zealand J. Surg., 1947, 16: 163. 


The author used four methods in the administra- 
tion of penicillin for infections of the nasal passages 
and sinuses. 

Local application was adopted in the majority of 
cases as it offered a high concentration of the drug in 
the affected sinuses. The Proetz method of displace- 
ment was used twice daily, supplemented by peni- 
cillin drops every 2 hours in concentrations of 250 to 
2,500 units per cubic centimeter, but 500 units were 
found to be quite adequate. Blocking of the ostium 
by mucosal congestion and by mucopus during suc- 
tion prevented effective displacement. Nasal drops 
of 1 dram of penicillin were inserted in each nostril 
for 2 minutes every 2 to 4 hours with the patient in 
the Proetz position. Proof puncture of the antra and 
instillation of 3 to 4 c.c. of 500 to 5,000 units of peni- 
cillin was carried out once or twice a day for a period 
of from 5 to 10 days. Slow, continuous irrigation of 
the antra with penicillin was carried out for 12 hours 
and repeated 12 hours later for a similar period. 

Prolonged treatment with penicillin encouraged 
the growth of Bacillus pyocyaneus, which was com- 
bated by a dilute solution of merthiosal without re- 
ducing the activity of penicillin. The majority of pa- 
tients obtained relief from symptoms and, on x-ray 
examination, showed improvement, although the 
greater proportion of these would have responded to 
ordinary conservative treatment, and only a small 
minority could conscientiously claim that their relief 
was primarily induced by penicillin. Patients with 
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secondary infection of the nasal passages following a 
common cold were benefited. Some patients de- 
veloped a rash in the vicinity of the nasal vestibule, 
which cleared after the cessation of penicillin. 

Intramuscular injection carries the drug to the af- 
fected sinuses via the blood stream, but only in lim- 
ited concentrations; hence, one of the disadvantages 
of this method is that it necessitates large quantities 
of the drug being used to maintain only a relatively 
low concentration in the sinus area. 

Combined local application of penicillin with oral 
administration of sulfamerazine was the third meth- 
od of administration but the advantages of this 
method are not given. 

The fourth method, simultaneous intramuscular 
injection and local application of penicillin, offered 
the maximum concentration of the drug in the area 
of the sinuses. Some patients with penicillin-sus- 
ceptible organisms were not relieved while some pa- 
tients with mixed susceptible and nonsusceptible 
bacterial cultures were relieved. 

The treatment of allergic conditions and surgical 
removal of abnormalities causing stasis in the nasal 
passages and sinuses are important adjuncts to the 
penicillin treatment. A. B. Vicencio, M.D. 


Robison, J. Mathews: Pressure Treatment of 
Allergic Sinusitis. Arch. Otolar., Chic., 1947, 45: 
405. 

In support of the therapeutic principles employed, 
the author reviews the pathologic physiology and 
pathogenesis of allergic sinusitis. 

In allergic disease there is an accumulation of fluid 
in the interstitial tissue spaces of the sinus mucosa. 
Stagnation of this tissue fluid is part of the patho- 
genesis of subacute and chronic allergic sinusitis and 
is responsible for intermittent attacks of infection 
and progressive degeneration of the mucosa. The 
factors controlling removal of this fluid from the tis- 
sues are arterial capillary filtration, venous capillary 
absorption, lymph flow, and tissue pressure. The 
factor of tissue pressure is gaged by the resistance 
tissue offers to dilatation of its interstitial spaces by 
edema fluid. Acceleration of absorption of this stag- 
nant fluid is accomplished by increasing tissue pres- 
sure artificially by means of a balloon filled with 
iodized oil. 

The method consists first of making a small naso- 
antral opening beneath the inferior turbinate and 
then, after 1 or 2 weeks, the introduction into the 
sinus of a No. 12 French self-retaining catheter 
which has had its self-retaining head enclosed in a 
small distensible natural rubber balloon. A few days 
later the balloon is distended with iodized oil and 
pressure is maintained by the periodic addition of 
oil. These balloons may be left in place several weeks 
or months. By this method patients have been re- 
lieved of nasal stenosis due to increased turgescence 
of the turbinates, recurrence of nasal polyps, exces- 
sive secretion of the maxillary sinuses, and the 
bronchopulmonary symptoms of bronchitis, cough, 
and infectious asthma. 
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Six case histories, accompanied by roentgeno- 
grams, are presented. Difficulties encountered dur- 
ing the application of local pressure by the method 
described may be ascribed to temperament of the 
patient, the application of excessive pressure, infec- 
tion and closure of the antrotomy opening, hernia- 
tion of the balloon into the nose, nasal stenosis due 
to swelling of the turbinates, and fibrosis of the 
mucosa. 

The pressure treatment is most successful in sub- 
acute and chronic allergic sinusitis before extensive 
fibrosis of the mucosa has taken place. The use of 
the balloon should not be construed as a cure for all 
types of sinus infection and asthma as it will not 
return irreversible structural changes to normal. 
The relief of asthmatic symptoms in some cases indi- 
cates that the sinuses may be the source of some 
noxious substance which is an etiologic factor in 
asthma. The application of local pressure to the 
mucosa of the maxillary sinus should be considered 
as an adjunct fo more conservative treatment of 
allergic sinusitis and not a substitute for any stand- 
ard practice. Joun R. Lrnpsay, M.D. 


Crowe, S. J.: Irradiation of the Nasopharynx. Ann. 


The author presents as part of a symposium on 
irradiation therapy in otolaryngology and ophthal- 
mology, a summary of his now well recognized views 
on the effect of irradiation of the nasopharynx. He 
reviews his early experiences on the effect of irradia- 
tion of the nasopharyngeal lymphoid tissue, and dis- 
cusses indications, contraindications, application. 
dosage, and results. Noau D. Fapricant, M.D. 


MOUTH 


May, H.: Cleft Lip Repair According to Axhausen’s 
Method. Plast. Reconstr. Surg., 1947, 2: 130. 


The author first reviews the methods and proce- 
dures which have been proposed and used for closure 
of congenital cleft lips. 

In the discussion he points out the faults of earlier 
techniques and also the development of better meth- 
ods which have rewarded the efforts of men who rec- 
ognized the shortcomings of cleft lip repair. 

Credit for the stimulation of the interest in and, 
accomplishment of, more acceptable results is given 
to Veau, Blair and Brown, W. B. Davis, and Ivy and 
Curtis. 

Forceful or early closure of cleft palate is not en- 
couraged, and the author leans toward simple inci- 
sions rather than complicated geometric designs. 
The author believes that no advantage accrues to the 
concomitant closure of the hard palate and the 
lip, as it increases the operating risk and does not 
simplify the later palate repair. Axhausen published a 
monograph in Germany during the war, describing a 
method based on modern principles and aimed at 
simplifying incisions and utilizing adequate flaps. 

As a result of personal experience with Ax- 
hausen’s method in 36 cases, the author is enthusi- 
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Fig. 1. Fig. 2. Fig. 3. 


Fig. 1. (May) Formation of the median turnover flap. 
Fig. 2. Formation of the lateral turnover flap. 





Fig.4 #& © Fig. 5. Fig. 6. 


lig. 4. Formation of the alar flap and of the median ver- 
milion border flap. 
Fig. 5. The alzr flap is sutured to the columella and to 


astic over his results and offers this article as an 
evaluation of the method and a recommendation to 
his confreres for further trial. 

The technique for the most common deformity, 
unilateral lip, alveolar process, and palate cleft, is 
given in detail, with illustrations. The operation is 
performed between the sixth and eighth weeks after 
birth if the child is gaining weight and is healthy, and 
after a careful preoperative examination and evalu- 
ation of its condition. Axhausen recommends local 
anesthesia; the author, however, prefers ether vapor. 
The operation is divided into 4 stages: 

Formation of the floor of the nostril 

. Correction of the alar displacement 
Correction of the septum displacement 
. Closure of the lip 

The formation of the floor of the nostril is done 
by utilizing turnover flaps taken from the median 
and lateral walls of the cleft. (Fig. 1-3) 

The median flap incision extends from the nasal as- 
pect of the columella to the lateroposterior aspect of 
the alveolar ridge, at the junction of the premaxilla 
and vomer. Mobilization must be done with extreme 
care by sharp dissection. 

The lateral flap is developed by an incision which 
starts at the edge of the alveolar process and extends 
to a point where the alveolar process, the tip of the 
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Fig. 3. Both turnover flaps are sutured together to form 
the floor of the nostril. 
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the lateral turnover flap. ; .. 
Fig. 6. Correction of septum displacement by mobiliza- 
tion of the tissue median to the cleft. 


ala, and the vermilion border meet, and then up into 
the nostril. This incision rust be made with care 
and precision. The cheek is mobilized from a lateral 
gingivolabial sulcus incision. The median and lateral 
flaps are now sutured with oooco chromic catgut. 

The laterally displaced ala is mobilized, including 
a small flap developed around the tip of the ala. This 
flap is used to facilitate smooth approximation of the 
ala to the tuberculum of the columella (Fig. 4). The 
posterior edge of the flap is sutured to the median 
and lateral turnover flaps, and the anterior edge is 
sutured to the outer wound edge of the columella. 
The median vermilion border flap from the lip is 
developed at this time (Fig. 5). 

Correction of the septum displacement is done by 
advancement of the mucous membrane along the 
median gingivolabial sulcus. Through a sulcus incision 
the soft tissues are mobilized to expose the septum 
and the floor of the nose; the tissues are then ad- 
vanced and sutured. 

The formation of the lip is completed by the devel- 
opment of a lateral vermilion border flap of the same 
length as the median flap. The mucosa is advanced 
along the lateral gingivolabial sulcus as on the 
median side and the lateral and medial lip surfaces 
are sutured. Suture is done in three layers, muscle, 
skin, and mucous membrane (Figs. 9, 10, and 11). 
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Fig. 7. (May) Lateral advancement of the lip median to 


Fig. 9. Median advancement of the lip lateral to the 
the cleft. 


cleft. (Figs. 1 to 9, inclusive, were redrawn from Axhausen, 





Fig. 8. Formation of the lateral vermilion border 


flap. 


G.: Technik und Ergebnisse der Lippenplastik. G. Thieme. 
Leipzig, 1941.) 








Fig. ro. 


Fig. 10. Closure of the lipin layers. The muscle suture 
is tied posteriorly. 

Fig. 11. To counteract notching of the vermilion border 
at the point of approximation, the vermilion border is 


A nostril retention suture is used and the vermil- 
ion border flaps are lapped to prevent notching. 

The author follows Axhausen’s technique except 
for minor details. He states that Axhausen’s method 
is based on firm closure of the cleft and correction of 
the deformities around the cleft, namely, deviation 
of the nose, flattened nostril, and shortness of the lip. 

The method is said to be applicable to all types of 
lip clefts and secondary deformities. 

FREDERICK W. MERRIFIELD, M.D., D.D.S. 


Walker, D. Greer: Severe Infections of the Mandi- 
ble. Proc. R. Soc. M., Lond., 1947, 40: 309. 


The author favors the treatment of acute infec- 
tions of the mandible by systemic administration of 
penicillin without early surgical interference. Acute 
infections of the soft tissues around the mandible 
usually respond well to parenteral penicillin therapy, 
but when abscess formation takes place incision 
should be made and dependent drainage established. 

In local or diffuse chronic osteomyelitis of the 
mandible, treatment consists of the administration 
of penicillin and, in addition, the timely surgical 
removal of remaining portions of teeth and sequestra. 


Fig. 11. 
sutured at a different level than the skin. This is accom- 
plished by reducing the vermilion border flap on the lat- 
eral side and by making the median vermilion border flap 
longer. 


Actinomycosis of the jaw responds to penicillin as 
well as to radiotherapy. Surgery in actinomycosis of 
the jaw is confined to the incision of abscesses and 
débridement of the mandible when it is involved. 
Further work is necessary to establish the optimum 
dosage for the treatment of infections of the man- 
dible. Joun R. Linpsay, M.D. 


Berger, Adolph: Solitary Central Giant Cell Tumor. 
J. Oral Surg., 1947, 5: 154. 


The solitary giant cell tumor of the jaw bones 
probably arises in a central nidus. It destroys ad- 
joining tissues and is not encapsulated. It may 
completely destroy the cortex of the bone and be 
covered only by mucoperiosteum. Giant cell tumors 
of the jaw bones are usually less aggressive than 
giant cell tumors of the long bones. They are not to 
be confused with surface epuli which are usually 
associated with some local trauma, are not locally 
invasive, and cause only surface destruction of in- 
volved soft tissues and erosion of adjacent bone. It 
is difficult to differentiate the giant cell tumor from 
cysts or malignancies, by x-ray alone. The vacuo- 
lated appearance is not a pathognomonic sign. 
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Six detailed case histories are presented. Five of 
the lesions occurred in the mandible, and 1 lesion 
occurred in the maxilla. The patients were from 
10 to 40 years of age. Four of the 5 patients with 
mandibular lesions noted anesthesia or paresthesias 
of the lower lip over the area of distribution of the 
mental nerve. This symptom is considered to be 
pathognomonic or strongly suggestive of a neoplasm 
in differentiation from a cyst. Two patients were 
treated by surgical removal of the lesion, which 
necessitated the removal of teeth. The defect had 
filled in with new bone and the patients were clini- 
cally well when last seen (5 and 12 years postopera- 
tively). One of these had a history of two previous 
operations with recurrence. Four patients were 
given roentgen treatments; of these, 3 showed heal- 
ing when last seen (3, 5, and 10 years postopera- 
tively). The fourth patient had been treated too 
recently to evaluate the condition. X-ray therapy 
obviates the removal of teeth and bone, and conse- 
quent mutilation and deformity. A biopsy was 
made in each case to establish the diagnosis. 

Joun R. Lrnpsay, M.D. 


PHARYNX 


Godtfredsen, E.: Malignant Nasopharyngeal Tu- 
mors Manifesting Themselves as Parotid Tu- 
mors. Acta. chir. scand., 1947, 95: 205. 


The author presents a report of 2 rare cases of 
malignant nasopharyngeal tumors which manifested 
themselves as parotid tumors. The condition was 
not diagnosed correctly at the time because of its 
polymorphic symptomatology —ophthalmoneurolog- 
ical and otorhinological, with metastatic glands in 
the neck. 

The first case is that of a 36 year old woman who 
presented an indolent, steadily increasing node of 2 
years duration at the angle of the right mandible and 
covering the lower portion of the right parotid area. 
Surgical removal revealed the tumor to be intimately 
adherent to the vessels. It was excised with diffi- 
culty. A slight facial paralysis occurred following 
the operation. Biopsy revealed a malignant endothe- 
lioma, a type of mixed salivary tumor. Six months 
after operation the tumor recurred, associated with 
swelling of the posterior portion of the gingiva of the 
right lower jaw, and shortly ruptured spontaneously. 
Pus was evacuated. The right facial nerve, masti- 
cator, and abducens were paralyzed, and there was 
painful trigeminal neuralgia. A split, nodular, fixed 
mass the size of an apple occupied the right parotid 
and retroauricular regions. There was no glandular 
tumor further down the neck. In the nasopharynx, a 
lobate, pink, submucous tumor arose from the pos- 
terior wall and the right superior wall laterally. A 
roentgenogram of the base of the skull showed a 
large, osseous destruction on the right side, involving 
the foramens lacerum, rotundum, and ovale, and the 
fifth and sixth cranial nerves. The microscopic pic- 
ture was a cylindromalike atypical salivary gland 
tumor from the nasopharynx, with regional metas- 
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tases to the lymph glands of the right parotid gland. 
Roentgen therapy for a period of 67 days, during 
which 7,265 roentgens were administered, caused the 
primary tumor and the pains to subside but complete 
freedom from symptoms was not obtained. Two 
years later the condition had progressed to a massive 
intracranial tumor, with right ophthalmoplegia, im- 
paired vision, exophthalmos and choked disc. Death 
occurred in 4 years and 8 months after the diagnosis 
had been made. 

The second case was that of a 48 year old woman 
who presented a steadily increasing tumor of the 
right parotid gland, of 3 to 4 months’ duration. Ex- 
cision was made of a grayish soft mass the size of a 
walnut, which had extended deep into the retro- 
mandibular fossa. The tumor was diagnosed as a 
reticulocell sarcoma. Three weeks later recurrence 
was ascertained. A diffuse, firm, elastic, indolent 
mass the size of half an orange was found to be 
deeply adherent to the cicatrix. Rhinoscopically and 
roentgenologically, a nasopharyngeal tumor could 
not be demonstrated. Following local roentgen 
treatment of the right parotid area, the tumor dis- 
appeared quickly. One year later a tumor appeared 
at the left parotid gland; it disappeared promptly on 
irradiation. Another year elapsed before a node was 
observed in the left supraclavicular region, which 
also disappeared following roentgen treatment. 
Rhinoscopy of the nasopharynx was negative, but 
roentgenograms revealed a swelling of the soft tissue 
of the roof. Fifteen months later the patient de- 
veloped a right trigeminal neuralgia and paralyses of 
the masticator and oculomotor nerves, as well as 
nasal stenosis and hypacusis. A flat submucoid 
tumor in the roof and posterior wall of the naso- 
pharynx appeared without swelling of the cervical 
glands; unfortunately, biopsy was omitted. A roent- 
genogram of the base of the skull showed no osseous 
destruction. Roentgen treatment of the nasopharynx 
for a period of 30 days (7,300 r.) left the patient al- 
most symptom-free, but death occurred -4 months 
later (4% years after the onset of symptoms), due to 
massive intracranial tumor invasion and distant 
metastases to the kidneys. 

The article contains a brief review of the sympto- 
matology and histopathology of both malignant 
nasopharyngeal and parotid tumors. In cases of 
parotid tumor, the author emphasizes the im- 
portance of considering the possibility of metastases 
from a primary nasopharyngeal tumor, as illustrated 
in the report of the cases presented. 

A. B. VicEencio, M.D. 


NECK 


Bazzocchi, G.: Retrosternal and Intrathoracic Goi- 
ter (Sul gozzo retrosternale ed intratoracico). Ann. 
ital. chir., 1946, 23: 124. 

Of 321 thyroids observed over a 15 year period and 
treated surgically, only 8 were retrosternal or intra- 
thoracic. No case was exclusively endothoracic The 
8 patients were equally divided as to sex. 
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The subjective symptoms of goiter are as follows: 
stridor, attacks of nocturnal dyspnea, dysphonia, 
dysphagia secondary to compression of the esopha- 
gus, headache, and a sensation of congestion of the 
head. 

Inspection reveals a mass which is continuous from 


the cervical to the retrosternal region. Either a true ’ 


cdema or a cyanosis of the face, especially of the lips, 
may be seen. Dilatation of the veins of the neck or 
upper thorax, and palpitation with retardation in the 
radial pulse may be present. Compression of the 
sympathetics produces unequal pupils. Percussion 
may reveal a retrosternal mass. Lesser symptoms 
such as paralysis of the phrenic nerve, hydrothorax, 
oreven chylothorax have been reported in the litera- 
ture. 

X-rays reveal the mass or deviation of the trachea 
laterally, and also may show displacement of the 
esophagus. 

Larnygoscopic examination is useful in some cases, 
but a puncture biopsy rarely may be used for diag- 
nosis. 

In the differential diagnosis one must consider 
mediastinal and bronchopulmonary tumors, aneu- 
rysms (aortic, subclavian and innominate), and, 
lastly, adenopathies. 

Although substernal thyroids are rarely malig- 
nant, they should not be treated lightly in older in- 
dividuals. 

Surgery is indicated in any cervical goiter that 
develops retrosternally; although, if symptoms are 
not severe the author advises conservative treatment, 
for in females up to the age of 20 the condition may 
disappear spontaneously. Local anesthesia is the 
method of choice in most cases with a block from C2 
to C, bilaterally. Care must be taken in ligating the 
inferior thyroid vessel for it is carried down with the 
thyroid. The entire mass must be taken out or 
necrosis may result, followed by hemorrhage which 
may predispose to infection of the mediastinum. A 
fragment of the capsule should be left in order to 
avoid opening of the pleura. 

Complications which must be watched for are as 
follows: hemorrhage, usually occurring after the 
sixth hour; paralysis of the vocal cords, immediately 
following surgery (this occurs frequently but the 
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voice returns) ; and tetany (rare after 24 or 48 hours), 
which responds to treatment. 
ARTHUR F. Crpoiia, M.D. 


Lundbaek, Knud: Investigations of Some Bio- 
chemical Changes Occurring during the Treat- 
ment of Hyperthyroidism. Acta med. scand., 
1947, 127: 193. 


The author carefully studied the biological changes 
occurring during the treatment of hyperthyroidism 
with methylthiouracil. In addition, 2 cases on iodine 
therapy were studied and compared. The study of 
each of these cases extended over periods of from 3 
to 6 weeks. 

Six cases were studied. One was restudied during 
thyroidin therapy for the myxedema that had been 
produced by overdosage of the methylthiouracil. 

The conclusions can be summarized as follows: 

1. No differences were demonstrable between the 
effects of methylthiouracil and iodine. 

2. The decline in the minimum pulse rate was 
often completed before the decline in the basal meta- 
bolic rate. 

3. Gain in body weight began immediately or after 
a latent period. 

4. Serum cholesterol proved an extremely sensi- 
tive registrator of thyroid function. 

5. Serum uric acid failed to exhibit uniform 
changes. 

6. Frequently there was a brief transient increase 
in cell volume and serum protein, probably reflecting 
an alteration in hemoconcentration during the fall in 
the basal metabolic rate. 

7. The nitrogen content in the urine showed a 
tendency to fall during the period of observation. 

8. The urinary excretion of creatinine remained 
within normal limits in all but 1 case. 

9. The urinary excretion of calcium exhibited a 
decrease, usually after a latent period of about 1 
week, 

10. The urinary excretion of sodium and chloride 
decreased in 1 case during the fall in the basal meta- 
bolic rate, but remained unchanged in another. 

11. No uniform changes were demonstrable in 
the urinary volume. Three patients exhibited a 
mild polyuria. W. Foster Montcomery, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Schatzki, R., Baxter, D. H., and Troland, C. E.: 
Second-Day Encephalography, with Particular 
Reference to the Size of the Ventricles. J. 
England J. M., 1947, 236: 419. 


The authors report the results of encephalographic 
studies on 60 patients. Further roentgen study was 
made the day following the encephalography. The 
cases included patients who previously had had open 
head injuries, closed head injuries, convulsive states, 
and a variety of other conditions. 

Measurements were made of the ventricular size 
on the day of encephalography, and similar measure- 
ments were taken on the following day without the 
introduction of more air. 

Of the 60 cases in which second-day measurements 
were made, the ventricles were found to be larger on 
the second day in 23 cases (38%). A slight decrease 
in the size of the ventricles was found in 3 cases; in 
12 cases there was no appreciable change, and in 22 
cases the amount of air in the ventricles was insuffi- 
cient to measure. All the cases with pronounced 
secondary enlargement fell into the group with head 
injuries. 

Porencephalic cysts have been identified in the 
second-day films when they were not visible in the 
original studies. In 8 cases, a bulging of the inter- 
ventricular septum was noted on the second day. 

The authors discussed the possible theories to ac- 
count for the alteration in ventricular size. A satis- 
factory explanation is not available although the 
authors are inclined to believe that second-day en- 
largement may represent the true normal or resting 
size of the ventricle, and that the first-day measure- 
ments may represent a temporary constriction re- 
sulting from the withdrawal of fluids and the sudden 
introduction of air. They further believe that marked 
enlargement of the ventricle on the second day is 
usually seen in association with previously damaged 
brains. For this reason, it is suggested that second- 
day studies be carried out when one is investigating 
the possibility of brain injury resulting from a former 
trauma. Howarp A. Brown, M.D. 


Abbott, K. H.: Penicillin in Treatment of Cranio- 
cerebral Injuries of War. Surgery, 1947, 21: 373. 


The author describes his experience with the use 
of large doses of penicillin in the treatment of cranio- 
cerebral injuries, with particular reference to the lo- 
cal application of penicillin in the ventricles and brain, 
as well as the use of large doses in the subarachnoid 
system in patients with meningitis. 

In a series of more than 200 cases of cranial injury 
in the southwest Pacific theatre of operations, 62 pa- 
tients with severe compound cranial cerebral injuries 
received penicillin in the intracranial wounds. It is 





NERVOUS SYSTEM 


stated that no untoward reaction was observed in 
this series of cases, and dosages up to 25,000 and 
50,000 units of penicillin were introduced into the 
ventricles. Penicillin in the amount of 100,000 units 
was introduced into the cisterna magna in a case of 
pneumococcic meningitis. 

In a footnote, attention is called to the more recent 
reports on the toxic effects of penicillin in the ner- 
vous system, which appeared after the present paper 
was submitted for publication. The author thought 
that perhaps impurities in penicillin might account 
for some of the reactions reported by other observers, 
but he discarded this theory in view of more recent, 
detailed work by investigators in this country. He 
concluded that it would seem preferable to start pen- 
icillin therapy with smaller doses, and gradually in- 
crease the concentration when it is being used in 
direct application to the central nervous system. 

Howarp A. Brown, M.D. 


Ecker, Arthur D.: Pedicled Pericranial Grafts for 
the Repair of Dural Tears in the Anterior 
Fossa of the Skull. Arch. Otolar., Chic., 1947, 45: 
377- 

Pointing out the necessity of excluding the bac- 
teria of the outside world from the intracranial con- 
tents in the event of severe basilar fracture with 
dural tear and cerebrospinal rhinorrhea, together 
with the fact that the fluid must be contained 
within its normal confines, the author proposes a 
method of repair of the dural defect, such as occurs 
over the cribriform plate, using a living, pedicled 
flap of pericranium. 

After a bifrontal scalp flap has been turned down, 
removing the pericranium along with the total scalp, 
the inner layer, or pericranium, is stripped off as a 
second apron of tissue. A right-sided bone flap, ex- 
tending across the midline, is then cut and fractured 
outward to the right, hinged on to the right temporal 
muscle. The defect is then explored extradurally, 
and any débridement of the brain which may be 
necessary is done. The dura and contents are ele- 
vated from the site of injury, the apron of pericra- 
nium is brought backward across the cut bone edge 
and laid upon the midportion of the anterior cra- 
nial fossa so as to extend well beyond the side of the 
dural defect, and the dura is then allowed to come 
back into place. The weight of the contained brain 
will hold the dura in close apposition to the graft 
lying between it and the bone, so that no sutures are 
necessary to hold the graft in place. The bone flap is 
then wired into position so that it does not rest on 
the graft which has, at this point during the closure, 
passed between the edge of the flap and the supra- 
orbital bone. 

Several case histories are reported to illustrate the 
effectiveness of the operation. 

Joun Martin, M.D. 
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Anderson, Frank, M.: Subdural Empyema Secon- 
dary to Frontal Sinusitis. Review of Clinical 
Features and Report of 3 Cases. Ann. Otol. 
Rhinol., 1947, 56: 5. 


The author believes that subdural empyema is a 
common intracranial complication of frontal sinu- 
sitis, occurring most often over the cerebrum but 
rarely over the cerebellum; it is frequently overlooked 
in the clinical diagnosis with death as the result of 
mistaken or neglected diagnosis. The condition may 
likewise follow infection within the other paranasal 
sinuses or the middle ear. The mode of entry of the 
organisms is usually by way of thrombosed dural 
veins. The layer of pus, which may be widespread, is 
actually protected from direct contact with the brain 
by the arachnoid unless a breakthrough occurs, as 
may indeed happen. The author states that subdural 
empyema should be suspected when, in the presence 
of frontal sinusitis, there is “‘orbital swelling, persist- 
ent headache, malaise, fever at times, with chills, 
meningeal signs, and lethargy. ... The appearance 
of focal or generalized convulsions, hemiparesis, 
aphasia, and deviation of the eyes assure the diag- 
nosis and indicate that surgical drainage is impera- 
tive.” 

Subdural empyema may exist together with ex- 
tradural abscess formation. The differential diagno- 
sis rests between intracerebral abscess, longitudinal 
sinus thrombosis, or purulent meningitis. The treat- 
ment is surgical drainage, with supporting chemo- 
therapy. 

Three case reports are given in some detail to 
illustrate the difficulties of diagnosis and results of 
proper surgical care. JouNn Martin, M.D. 


Kristoff, F. V., and Odom, G. L.: Ruptured Inter- 
vertebral Disc in the Cervical Region; A Report 
of 20 Cases. Arch. Surg., 1947, 54: 287. 


The authors present 20 cases of ruptured interver- 
tebral disc in the cervical region, 16 of which were 
cases with uncomplicated nerve root compression 
and the 4 others were cases of pressure on both the 
cord and root combined. The authors stressed that 
the high percentage of cases with root compression 
alone as compared to those noted in previous reports 
suggests an earlier recognition of the correct diag- 
nosis. The pathogenesis may be divided into: (1) the 
period of root compression, (2) the period of unilater- 
al cord compression with or without masked root 
compression, and (3) the period of bilateral cord 
compression with masked unilateral or bilateral root 
compression. 

During the period of uncomplicated compression 
of the root the subjective complaints are usually pain 
in the lower neck that soon is followed by pain radi- 
ating from the neck down to the shoulder and arm, 
accompanied by paresthesias in the more distal area. 
Both pain and paresthesias are aggravated by move- 
ments of the head and neck which result in direct 
compression of the nerve root. Objective signs are 
either those of mechanical defense or neuropatholo- 
gic signs. The former act to protect against com- 
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pression of the nerve root. These are tilted head, 
wry neck, tenderness to manipulation of the lower 
cervical spinous processes, and, most reliable of all, 
tenderness to hypertension and lateral flexion of the 
head toward the side of the pain. These movements 
tend to reproduce pain and paresthesias. Neuro- 
pathologic signs consist of selective hypotonia, weak- 
ness, and, in late phases, fibrillation and atrophy of 
certain arm muscles, dissociated sensory impairment 
in special dermatomes, and last, diminution of cer- 
tain reflexes. The latter are indicative of degenera- 
tion of the nerves involved. 

Diagnosis of a ruptured disc at the fifth cervical 
interspace may be made when pain and paresthesias 
are referred to the radial side of the arm, thumb, and 
index finger. Sensory impairment may or may not 
occur in the same distribution; weakness is found in 
the deltoid and biceps muscles with loss of biceps re- 
flex. A ruptured disc at the sixth cervical interspace 
can be diagnosed when pain and paresthesias are 
referred to the extensor side of the arm, dorsum of 
the hand, and one or all of the 3 middle fingers. Sen- 
sory impairment occurs in the same area, weakness 
appears in the triceps muscle, and the triceps reflex 
is diminished. Listed and described in the differen- 
tial diagnosis of a ruptured cervical disc with uncom- 
plicated root compression are: cervical arthritis, the 
scalenus anticus syndrome, laminar cervical frac- 
tures, cervical rib, subdeltoid bursitis, brachial neuri- 
tis, Pancoast’s tumor, and cervical radiculitis. The 
use of oblique x-ray views of the neck and cervical 
myelography are discussed as part of the diagnostic 
armamentarium. 

If root involvement goes on to unilateral cord 
compression the root signs will be masked by the 
cord signs, which are ipsilateral pyramidal tract 
signs, and contralateral spinothalamic involvement 
with an indefinite sensory level several segments 
below the actual lesion. The root signs such as weak- 
ness of the muscles, fibrillation, and diminution of 
the tendon reflexes of the arm will be attributed toa 
lesion in the anterior horn. No differentiation can 
now be made between a herniated disc and a spinal 
cord tumor. It may be that an unrecognized lesion 
with unilateral cord compression may go to complete 
bilateral cord compression because of further protru- 
sion of the disc. Root signs may no longer be recog- 
nizable. The differential diagnosis may have to in- 
clude syringomyelia, intramedullary tumor, and 
even occasionally subacute combined degeneration 
of the spinal cord. However, the final diagnosis may 
not be made until the lesion is exposed. Note was 
made that manometric studies and total protein 
estimations did not seem to aid much in evaluating 
the level of the lesion. 

Operation is performed with the patient in a sit- 
ting position under tribromoethanol and intratracheal 
ether. The routine method of exposure is carried 
out. The herniated disc is removed with forceps and 
no attempt is made to curet the interspace. 

As an addendum the authors mention 18 other pa- 
tients who had been operated upon; 1 of these had 
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combined root and cord compression while the 
others had uncomplicated root compression. 
RicHarp C. SCHNEIDER, M.D. 


Goinard, P., Descuns, P., and Garré, H.: Trau- 
matic Meningitis and Ventriculitis (Méningites 
et ventriculites traumatiques). J. chir., Par., 1947, 
63: 17. 

Traumatic meningitis, formerly considered abso- 
lutely fatal, is now amenable to cure by chemother- 
apy. The criterion of cure is a negative cerebrospinal 
fluid for at least 3 days. Although usually following 
war wounds or fractures, traumatic meningitis may 
also follow skull injury without fracture. Besides the 
usual organisms encountered, the authors found a 
case due to Pfeiffer’s bacillus. In the presence of 
multiple wounds, care is urged in the evaluation of 
scalp and spinal wounds. The dangers of incomplete 
preoperative shaving and of using muscle from sus- 
pect areas for hemostasis are stressed, also the 
danger of finger contamination of the wound by dis- 
orientated patients. Meningeal infection may also 
be favored by juxtadural hematoma, serous meningi- 
tis, and concomitant shock, as well as an intracranial 
aspirative vacuum. 

Meningitis following basal fracture is rare but 
usually more serious, and may under certain circum- 
stances present a condition similar to perforation 
peritonitis. Escape of cerebrospinal fluid via the 
natural cavities may afford temporarily adequate 
drainage, but, once blocked, there remains only a 
dangerous port of entry. 

Ventriculitis, although rare, may result from direct 
contamination bya missile, from ventricular fistula of 
surgical origin, or from imperfect closure of the dura 
mater or hairy scalp. Infection following fistuliza- 
tion increases the cerebrospinal fluid pressure and 
leads to rupture of sutures; this enlarges the fistula 
and creates a vicious circle. 

Following a discussion of the pathology and clini- 
cal picture of the various types of meningitis and 
ventriculitis, the authors mention newer forms of 
meningitis caused by bacteriostatic therapy. Among 
these there is a prolonged but nevertheless fatal type, 
a type with late onset and prolonged attenuated 
course, and an aseptic puriform meningitis due to re- 
peated subarachnoid injections of penicillin. In the 
prolonged fatal meningitis, temporary improvement 
following treatment is followed by recurrence again 
and again, with progressive deterioration, until final- 
ly autopsy reveals a diffuse purulent involvement. 
Repeated inadequate doses of penicillin change the 
morphology of the organisms, streptococci or staphy- 
lococci taking on the appearance of pneumococci. 

Inadequate treatment may leave an aseptic puri- 
form meningitis easily cured. In cases of meningeal 
reaction to penicillin, the cerebrospinal fluid is trans- 
formed into a thick, whitish purée, which will not 
pass through the puncture needle; it retrogresses 
only after cessation of the penicillin therapy. 

Ventriculitis due to perforation, with ventricular 
inundation from rupture of a contiguous abscess and 
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which was formerly fatal within a few hours, now 
responds to prompt incision and evacuation of the 
ventricle followed by saline irrigation and intraven- 
tricular injection of penicillin. 

Subacute fatal ventriculitis is a creation of bac- 
teriostatic therapy. Because of the penicillin, the 
cerebrospinal fluid may remain almost clear, even 
after the organism has been demonstrated. Remis- 
sions and exacerbations follow to a stage of extreme 
diffuse rigidity and fatal termination. There is also a 
type of regressive, suppurative ventriculitis with ex- 
clusion of one ventricle containing a pasty residue. 
The authors noted response of intracranial pressure 
and confusional symptoms to withdrawal of such 
residue in I case. 

Except in delayed meningitis, spinal puncture 
should be delayed until the fifth day following in- 
jury, exploration via the trephine being less danger- 
ous. In late meningitis, care is needed to exclude 
tuberculous meningitis. Ventricular puncture in 
meningitis of the convexity compensates therapeuti- 
cally for its potential dangers, if made under the 
cover of intraventricular injection of penicillin. Ven- 
triculography in abscess is justifiable only when in- 
dispensable forlocalization. After abscess evacuation 
it should be used if there is any doubt of ventricular 
asepsis, and it is immediately imperative on the 
least suspicion of ventricular inundation. Ventricu- 
lography is indicated in late ventriculitis in the course 
of involution and occasionally for ventricular fistula. 
Harmful though temporary hypertension has to be 
considered. Intraventricular injection of penicillin 
will break the vicious circle caused by the fistula. 

Improvement in statistics are also due in part to 
advances in neurosurgical technique. Drainage of 
cranial wounds is now superfluous except for the local 
introduction of penicillin. Impeccable skin closure 
with autografts, if necessary, is imperative. 

Meningitis may develop in spite of preventive 
chemotherapy. The authors use sulfonamides and 
penicillin, both systemically and locally for prophy- 
laxis. They make a paste of penicillin solution and 
sulfonamide. In basal fractures, nasal insufflation of 
penicillin powder has been recommended. For cura- 
tive treatment sulfonamides and penicillin are given 
parenterally, and penicillin, or, if preferable, sulfona- 
mide by the subarachnoid route. Cures have fol- 
lowed the intramuscular administration of penicillin 
in cases of meningitis developing in spite of sulfona- 
mide therapy. The subarachnoid route may suffice. 
The ventricular route is recommended chiefly for 
hyperacute cases. The suboccipital route may oc- 
casionally be preferable to the spinal, since repeated 
punctures are better tolerated. Intrathecal injections 
combined with systemic administration yields the 
greatest certainty of cure. 

As regards dosage, the intramuscular dose is from 
100 to 200,000 units daily, and the subarachnoid 
dose not more than from 20,000 to 30,000 units 
daily in 2 doses. Larger doses over too long a period 
may cause aseptic puriform meningitis. To avoid 
irritation of the subarachnoid space, a solution of 














SURGERY OF THE 


10,000 units of penicillin per cubic centimeter should 
be diluted with serum to 1,000 units per cubic centi- 
meter, especially for cases of ventriculitis. Some 
cases of meningitis have responded to much smaller 
doses, but, when possible, it is much better to give a 
large initial dose and repeat it regularly for 6 or 7 
days. Subarachnoid injections may be alternated 
with intramuscular injections which are better toler- 
ated. Associated surgery may be required to prevent 
relapses. Surgery is usually required for a fissure in 
the basal region connecting a septic cavity with the 
nasal fossa or petrosa. This must be occluded with a 
piece of fascia lata. 

In ventriculitis due to inundation following rup- 
ture of an abscess, an emergency operation is indi- 
cated. Evacuation of the abscess must be supple- 
mented by ventricular puncture, lavage of the ven- 
tricle with serum, and injection into the cavity of 
from 10,000 to 20,000 units of penicillin daily. For 
the first few days, only the ventricle on the side of 
the abscess is treated. Then after several days, when 
the infected ventricle has been rendered aseptic, 
treatment is directed to the other ventricle. At the 
same time penicillin is administered parenterally and 
in less than a week the cerebrospinal fluid will be 
aseptic. The treatment of ventriculitis with ven- 
tricular fistula is more tedious, including closure of 
the fistula with a graft of dura mater and meticulous 
autoplasty of the hairy scalp. Intensive treatment of 
the concomitant meningitis is accomplished with 
subarachnoid injections of penicillin. Stricker re- 
ports cure of 1 case by this method. 

EpitH SCHANCHE Moore. 


SPINAL CORD AND ITS COVERINGS 


Inman, Verne T., and Saunders, J. B. deC. M.: 
Anatomicophysiological Aspects of Injuries to 
the Intervertebral Disc. J. Bone Surg., 1947, 20: 
461. 


The authors, who are orthopedic surgeons, recog- 
nize two factors in the problem of the pathology of 
the injured intervertebral disc: first, that of de- 
ranged spinal mechanics and, second, the effects of 
spinal nerve irritation and compression. They point 
out the physiological importance of the high water 
content of the nucleus pulposus and the tension un- 
der which it normally exists. The resiliency of the 
spine, however, and the motions permitted to it are 
not due to any elastic turgor of the nucleus, but 
rather to the elasticity of the ligamentous structures. 
The deep, aching pain seated within the low back 
area, at the level of the pathological disc, is due to 
ligamentous strain and irritation, ligamentous struc- 
tures being among the more sensitive tissues of the 
body. Obviously, the segmental pain is due to the 
pressure of the herniating mass upon the nerve root 
or roots. A rather novel interpretation of pain of the 
“fast” and “‘slow”’ types is given. 

The authors would divide patients with injury of 
the intervertebral disc into three categories. First, 
patients with deep pain in the back and with pein 
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extending into one or both lower extremities, due to 
local ligamentous irritation and strain, are properly 
treated by immobilization and support. Second, 
there are patients with local backache due to liga- 
mentous strain and vertebral instability who also 
have segmental pain due to compression of a root. 
In this group mere removal of the herniated disc 
alone will not give the patient complete relief by 
curing the compression only, since, unless the pain- 
ful ligamentous structures are protected the back- 
ache will persist. Third, there is a minority of all 
patients who have little or no backache but who pre- 
sent signs of neurological changes of a segmental 
nature, and removal of the herniating mass and de- 
compression of the nerve root will give good relief if 
surgical intervention is sufficiently prompt. An in- 
teresting and lengthy discussion of the paper, as 
read, is appended. Joun Martin, M.D. 


PERIPHERAL NERVES 


Potter, S. E., and Croce, E. J.: The Treatment of 
Peripheral Nerve Injuries Complicated by Skin 
and Soft Tissue Defects. Ann. Surg., 1947, 125: 
349- 


Because the authors believe that, at times, proper 
early repair of an injured peripheral nerve may be 
sacrificed in order to obtain a good cosmetic result in 
an extensive wound through plastic surgery, or vise 
versa, they present the thesis that it is altogether 
surgically sound and technically possible in many 
patients to perform the plastic and neurosurgical pro- 
cedure at the same operation. Some alteration in the 
incision for the nerve repair may have to be made 
from the standard approach, but in 7 patients 
treated by the combined operation, good exposures 
were obtained, standard methods of nerve repair 
were carried out, and defects in the soft tissues were 
closed with good tissue, assured of viabil ty, with the 
use of pedicle grafts. 

The authors do not favor the use of free grafts for 
the closure of defects in a wound containing a 
sutured nerve, believing that such grafts may (as 
when used in other types of defects) become ischemic 
and deter the results of the nerve repair. For the 
repair of defects of the upper extremity they use the 
anterior abdominal wall for the source of the pedicle 
flap; for the repair of defects of the lower extremity 
they use the opposite extremity. The standard 
methods of plaster fixation while the graft is still on 
the pedicle, and pressure dressings, are used. The 
donor site is treated by the application of sliding skin 
grafts. Local anesthesia is used. 

Joun Martin, M.D. 


Davis, L., and Perret, G.: Methods of Nerve Repair. 


Surg. Clin. N. America, 1947, 27: 117. 


It is the belief of the authors that, as a general 
principle, the earlier a nerve can be sutured after 
injury the better are the chances for effective regen- 
eration of that nerve. They believe that primary 
suture in a fresh wound should always be done and 
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that, even in a wound suspected of being contami- 
nated, the nerve should be sutured if such a proced- 
ure can be carried out without additional trauma or 
undue tension at the suture line. They suggest the 
local and systemic use of antibiotic drugs in such 
instances. 

In cases of large and obviously contaminated 
wounds in which there is gross destruction of the 
nerve over a distance, it is best to fix the nerve ends 
by a stay suture in order to prevent retraction and 
loss of identification in the dense scar that will have 
to be dissected when the eventual nerve repair is 
done weeks or months later. 

The various methods of nerve repair are: mobiliza- 
tion of the nerve, relaxation of the nerve, transposi- 
tion, primary end-to-end approximation of the nerve 
fragments, stretching with secondary end-to-end su- 
ture, transplantation of nerve grafts, and nerve to 
nerve anastomosis; all these are to be used alone or 
in combination, whichever method the case may re- 
quire. 

The authors have had extensive experimental and 
clinical experience with nerve grafting, and while 
they recognize the superiority of autogenous grafts 
when grafts are necessary, they point out that such 
grafts are seldom obtainable and that the use of 
fresh homogenous grafts may serve as second choice, 
with good results in some cases. Simple end-to-end 
suture approximation is the method of choice when 
it can be done. 

The technicalities of the usual silk suture tech- 
nique is discussed, as well as the newer method of 
plasma clot suture. The use of an impermeable pro- 
tective layer of any material about the suture line 
is discouraged by these authors; they point out that 
the vascularizing effect of the surrounding tissues of 
the nerve bed is necessary for proper nutrition of the 
suture line or of the inlaying graft. The senior 
author’s interest in the follow-up care of peripheral 


nerve injuries, particularly as it concerns physical 
therapy, is re-emphasized. Joun Martin, M.D. 


SYMPATHETIC NERVES 


Threadgill, F. D.: Afferent Conduction via the 
Sympathetic Ganglia Innervating the Ex- 
tremities. Surgery, 1947, 21: 560. 

The author was induced to reconsider the old and 
argued subject of afferent conduction within the 
autonomic nervous system by the fact that without 
some such conduction pathways the relief of pain in 
various disease states by appropriate sympathec- 
tomy cannot be explained. In specially prepared 
animals (the experiments being illustrated by excel- 
lent diagrams), he has shown the effect of painful 
stimuli, such as heat applied to a foot, or arterial 
injection of lactic acid, distal to the point of block- 
age, or anatomical removal of the sympathetics con- 
trolling that extremity. He concluded that sympa- 
thetic afferents from the extremities are similar in 
function to the viscerosensory fibers in the splanchnic 
trunks, and that the relief of pain brought about by 
sympathectomy in the various painful disease states 
may be due to the relief of vasospasm or the blocking 
of afferent impulses from the vessels and piloseba- 
ceous apparatus of the extremities, or both. He be- 
lieves that it is possible that afferent impulses aris- 
ing from the involuntary structures may pass pri- 
marily to the corresponding sympathetic ganglia 
“for integration” with the sympathetic efferents, 
before they enter the spinal cord. 

Early in the pain state, sympathectomy will be 
effective if there is no change in the spinal nerves, 
but later, in the fixed causalgic states, for instance, 
sympathectomy will be less effective because of such 
permanent changes in the spinal nerves. The nature 
of these changes in not discussed. 

Joun Martin, M.D. 
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CHEST WALL AND BREAST 


Florey, M. E., MacVine, J. S., and Bigby, M. A. M.: 
The Treatment of Breast Abscesses with Peni- 
cillin. Brit. M.J., 1946, 2: 845. 


Methods of treating breast abscesses were studied. 
Alternate patients were treated in the conventional 
manner and used as controls. No case was accepted 
for this investigation unless a well defined, tender, 
and indurated mass was palpable in the breast tissue. 
The infecting organism was the Staphylococcus 
aureus in the great majority of the cases. Secondary 
infection with the Streptococcus hemolyticus oc- 
curred in 3 of the controls. The other secondary in- 
vaders were the Staphylococcus albus, Micrococcus 
tetragenus, and Bacteria coli and proteus, occurring 
equally in the controls and penicillin group. Sup- 
puration seems to have been prevented by the 
sulfonamides, but once pus formed in an abscess it 
continued until healing was well advanced. None of 
the penicillin treated patients avoided pus forma- 
tion. Suppuration seemed to be speeded, localized 
quickly, and disappeared quickly. In the control 
group there were 22 operations performed on 17 of 
the 18 patients. In the penicillin treated series there 
were 4 operations. Complications in the control 
group consisted of secondary abscesses in the same or 
opposite breast or in the axillary glands in 6 cases, 
septic dermatitis in 3 cases, and blepharitis in 1 case. 
In the penicillin group 2 secondary abscesses de- 
veloped following local therapy only, and a milk 
sinus persisted in a third case and prolonged the 
healing time. 

The healing time was estimated from the begin- 
ning of the treatment until no further dressing or 
local therapy was required. Comparison showed that 
in the penicillin treated group the average healing 
time was one-half of that of the controls, and that in 
only 1 case of the former group did the healing time 
exceed the average time of the controls. Breast feed- 
ing had to be stopped in the majority of the controls. 
In the penicillin treated group the mothers continued 
to nurse their babies on the normal breast through- 
out the treatment and resumed feedings on the other 
breast after healing took place. Hospitalization time 
of the penicillin treated group was also half that of 
the controls. 

Penicillin (15,000 units every 3 hours) was ad- 
ministered by intramuscular injection in the acute 
inflamed stage and was stopped as soon as pain di- 
minished, the flush faded, edema lessened, and fever 
subsided. As soon as fluctuation could be detected, 
aspiration of the abscess under local analgesia was 
done. Penicillin was given intramuscularly prior to 
this procedure and was injected into the abscess cav- 
ity in volume equal to two-thirds of the volume of 
pus aspirated. If doubt existed as to the complete 
localization and it was possible to inject a full 24 


hour dose without leakage, 120,000 units of penicillin 
in the appropriate volume were injected; otherwise a 
solution containing 500 units per cubic centimeter 
was used. If no sinus formed, this procedure was 
carried out every day until the appearance of sero- 
sanguineous exudate free of the Staphylococcus 
aureus on smear and culture, at which time treat- 
ment was stopped. 

Instillations of penicillin were often made through 
a sinus that formed where the abscess pointed. Pus 
was expressed from the cavity and the penicillin was 
instilled by means of a fine rubber tube or needle. 
The opening was closed by a cotton-collodion dress- 
ing to seal in the penicillin. Large cavities contain- 
ing from 100 to 150 c.c. were incised and evacuated, 
closure being made around a 5 mm. tube. The tube 
was used for aspiration of the pus and the instillation 
of the penicillin. Large cavities were treated twice 
daily. 

Two great advantages of local therapy are the 
feasibility of introducing relatively large concentra- 
tions of penicillin at the focus of the infection, and 
the insurance of drainage and irrigation of damaged 
surfaces with a minimum of trauma and an increase 
in the rate of healing. 

EpwWIN W. PaAssARELLI, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Waldapfel, Richard: Classic and Other Types of 
Tracheotomy. Arch. Otolar., Chic., 1947, 45: 440. 


The author discusses the various types of trache- 
otomy, the postoperative care of the patient, and 
the complications which may arise. Two types of 
the operation, namely, the emergency and the regu- 
lar tracheotomy, are described in some detail. The 
latter is illustrated step by step. The 2 fundamental 
principles for successful tracheotomy are: (1) the 
cricoid cartilage should never be injured (the trachea 
is opened away from the cricoid cartilage, at least as 
far as the second ring), and (2) provision for the 
cannula should be made by excision without dislo- 
cating the tracheal rings. The author employs a 
specially designed instrument for this purpose. The 
cannula is held in place by a tape which is threaded 
through the 2 eyes of the shield of the cannula and 
tied at the back of the neck of the patient. In the 
United States the Jackson type of cannula is em- 
ployed. The most frequently encountered compli- 
cations are hemorrhage, emphysema, and disturb- 
ances in swallowing. 

The cannula is removed as soon as the patient is 
able to breathe, both day and night, with the can- 
nula blocked. 

Patients requiring permanent use of the cannula, 
as in chronic stenosis, should be taught how to 
change the cannula before they are discharged from 
the hospital. RosBert TuRELL, M.D. 
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Moersch, H. J., and Clagett, O. T.: Pulmonary 
Cysts. J. Thorac. Surg., 1947, 16: 179. 

Pulmonary cysts are of special interest because of 
the variability in the clinical symptoms that they 
may produce and the difficulty that may be expe- 
rienced in their differential diagnosis. They may be 
divided into two main types, those arising from the 
bronchial mucosa and those that are alveolar in 
origin. There may be various gradations between 
these two types. The causation of pulmonary cysts 
is not definitely established. While many cysts are 
congenital, clinical evidence would seem to indicate 
that many are acquired. A study of cystic bronchiec- 
tasis illustrates the rapidity with which cystic dila- 
tation of the bronchi can take place. 

Pulmonary cysts with a bronchial communication 
are more likely to give rise to clinical symptoms than 
those in which such a communication does not exist, 
although the latter may give rise to clinical symp- 
toms primarily because of pressure on the neighbor- 
ing bronchi and subsequent bronchial infection. 
Cough, expectoration, hemoptysis, thoracic pain, 
and attacks of fever are the chief symptoms found 
associated with pulmonary cysts. 

Two cases that would indicate that carcinoma may 
develop within a pulmonary cyst are presented. 

The best treatment of pulmonary cyst is surgical 
removal. 
Fried, B. M.: 


Tumor of the Bronchus. 
79: 2y1. 


Bronchiogenic Adenoma; Benign 
Arch. Int. M., 1947, 


Adenomas constitute from 6 to 12 per cent of all 
bronchial tumors, and are the most common benign 
bronchial neoplasms. They tend to affect the larger 
bronchi (accessible to the bronchoscope), are more 
common in the lower than upper lobes, are more 
common in the right lung (58.5%) than in the left, 
and are found more frequently in women (55.7%) 
than in men. The maximum incidence occurs in the 
decade from 30 to 40. The author considers bron- 
chial adenomas to be benign tumors, although they 
metastasize extremely rarely and then after many 
years. 

Adenomas arise either from (1) the bronchial mu- 
cous glands or (2) the basal cells of the bronchial 
mucous membrane. While characteristically encap- 
sulated, they frequently grow both toward the bron- 
chial lumen and through the bronchial wall toward 
the lung to produce an “‘iceberg”’ or collar button 
contour, a point of importance in the attempt at 
bronchoscopic removal. When they are confined to 
the lumen, radium, forceps, or electrocoagulation 
alone may effect a cure; lobectomy or pneumonec- 
tomy is necessary for larger tumors, or when there is 
putrid infection secondary to bronchial obstruction. 

Early complaints with adenoma are (1) cough pro- 
ductive of mucoid sputum occasionally tinged with 
blood, (2) respiratory wheeze, and (3) abrupt and 
abundant hemorrhage. Carcinoma, while producing 
hemorrhage, rarely causes the profuse hemorrhage 
of adenoma. 
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Six cases are reported illustrating various problems 
arising with bronchial adenoma. In 1 (case 5) a hy- 
alinized capsule was believed to have totally occluded 
the blood supply, with resultant loss of viability of 
all the tumor cells—an unusual and curious sequel. 

FRANK B. QuEEN, M.D. 


Sano, M. E., and Meade, R., Jr.: Five Types of So- 
Called Adenoma; A Histopathologic Study. 
Arch. Path., Chic., 1947, 43: 235. 


Five cases of bronchial adenoma are reported by 
the authors with pathologic descriptions. Case 1 
illustrates the inadequacy of the local removal of 
pedunculated bronchial adenoma. This case also 
shows the intimate relationship of the bronchial 
adenoma to the mucous and the serous glands. 

The presence of bone is described in 3 cases. How- 
ever, it is considered insufficient evidence to support 
the hypothesis that such tumors originate from un- 
developed bronchial buds. 

All these tumors are considered to be ‘“‘mixed,”’ 
the two component cells being of epithelial origin. 

The tumors described were found to have invasive 
tendencies and were considered potentially malig- 
nant. In 1, cancerous alteration had occurred. Ii 
only for this reason, radical surgical removal is advo- 
cated when feasible. 

Oncocytes were found in 3 of these cases, but in 
none were they found so profusely as in the case of 
bronchiectasis, in which no adenoma was found. 
These cells do not resemble tumor cells. 

Joun J. Matoney, M.D. 


Jones, J. C.: Bronchiogenic Carcinoma. J. Am. M. 
AsS., 1947, 134: 113. 

Bronchogenic carcinoma accounts for ro per cent 
of all cancer in men and about 2.5 per cent of all 
cancer in women. Reliable statistics indicate that 
the disease is increasing. Symptoms are essentially 
those of inflammation and depend upon the location, 
size, and degree of obstruction of the bronchus. 
Cough is the earliest symptom (80%) and discom- 
fort or pain the second most common. Hemoptysis 
occurs in about one-half of the patients. Roentgen- 
ography is the greatest single aid in diagnosis. Bron- 
choscopy is next most important and will permit 
biopsy in from 60 to 75 per cent of the cases. Cyto- 
logical examination of stained bronchial smears is an 
important aid in cases which cannot be biopsied. 
Needle biopsy is disapproved because of the danger 
of hemorrhage, infection, and tumor extension along 
the needle track. 

Exploratory thoracotomy with a view of proceed- 
ing with pneumonectomy in cases not proved by 
biopsy is considered entirely safe. The incidence of 
recurrence following lobectomy makes total pneumo- 
nectomy with resection of the regional mediastinal, 
subcarinate, and azygos nodes the operation of 
choice. Irradiation at best offers only palliation. 
Preparation for pneumonectomy is essentially the 
same as that required for other major surgical pro- 
cedures. 
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Among 196 carcinomas of the lung seen over the 
past 4 year period, only 39 per cent (78) were clin- 
ically operable. Only 59 per cent of the 66 patients 
who accepted operation were found to have resect- 
able tumors on exploration (20% of the 196). The 
operative mortality was less than 4 per cent. Eleven, 
or 29.5 per cent, of the 37 patients who were operated 
upon and left the hospital are dead of various causes 
including recurrence and metastases. Survival sta- 
tistics cannot yet be evaluated for this group. 

FRANK B. QUEEN, M.D. 


Dormer, B. A., and Wiles, J.: The Intrabronchial 
Administration of Penicillin and Sulfonamide. 
Clin. Proc., Cape Town, 1947, 6: 10. 


There are three general indications for intrabron- 
chial therapy of bronchiectasis: 

1. Cases with a minor degree of bronchial dilata- 
tion and symptoms not severe enough to warrant 
lobectomy. 

2. Cases in which the extent of the disease or the 
general condition contraindicate lobectomy, or those 
in which the patient refuses operation. 

3. Cases in which it is desirable to sterilize the 
bronchi and improve the general health in prepara- 
tion for lobectomy. 

The difficulty of assessing the results of conserva- 
tive treatment of bronchiectasis is that the signs of 
improvement are chiefly subjective. Of a series of 18 
patients treated with a sulfonamide-penicillin sus- 
pension, 14 had sufficient symptomatic relief to make 
a marked difference in their comfort and well being. 
The other 4 had from slight to moderate symptom- 
atic relief. In no case has there been permanent 
relief of symptoms. 

In suppurative pneumonitis and lung abscess, 
intrabronchial therapy with a suspension of penicillin 
and sulfonamide in iodized oil has cured a significant 
proportion of cases. It is of special value in cases 
unsuitable for surgical interference. 

SAMUEL Kaun, M.D. 


Samson, P. C., and Burford, T. H.: Total Pulmon- 
ary Decortication. Its Evolution and Present 
Concepts of Indications and Operative Tech- 
nique. J. Thorac. Surg., 1947, 16: 127. 


Early investigators recognized that the lung be- 
neath the thickened membrane in chronic empyema 
frequently was normal and that expansion was pre- 
vented not so often by pulmonary disease as by the 
false membrane deposited on its surface. That the 
membrane removed by decortication was not thick- 
ened pleura but rather a tough fibrotic sheet which 
was firmly adherent to a relatively normal visceral 
pleura was recognized early by some workers, but 
unfortunately, the erroneous conception that it was 
“thickened pleura” has persisted almost to the pres- 
ent. The basic essentials of the operative technique 
described by Delorme near the turn of the century 
are embodied in present day techniques. Various 
procedures were described in association with decor- 
tication, such as thoracoplasty, pedicled muscle 
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transplantation, and collapsing parietal procedures 
of various types, which indicated that at an earlier 
day the results of decortication procedures were not 
uniformly successful. 

As the result of wide experience with hemothorax 
and its complications of organization and infection, 
the indications for decortication have been broad- 
ened and the operative technique modified. Approx- 
imately 10 per cent of battle incurred traumatic 
hemothorax showed evidence of extensive clotting, 
and in nearly all of these cases there was some degree 
of organization. Clinical infection developed in a 
much larger proportion of clotted than in nonclotted 
hemothoraces. 

The pathogenesis of hemo-organization begins with 
the laying down of a thin film of fibrin and blood 
cells over both pleural surfaces into which an angio- 
blastic and fibroblastic proliferation extends from 
the pleurae. The hemothorax thus becomes a closed 
hematoma of the pleural space, the wall of the en- 
velope being composed of an ever-thickening layer 
of fibroblastic and later fibrous tissue. The pleura 
itself does not become thickened but remains as a 
thin translucent grossly normal membrane (Fig. 1). 
Along the inner or younger surface of the membrane, 
active fibroplasia continues and results in progressive 
thickening. When fully developed the membrane 
forms a tough inelastic membrane 1 or 2 cm. in 
thickness, and that portion of the envelope which 
invests the visceral pleura effectively prevents pul- 
monary re-expansion. In many cases, as weeks pass, 
the fibrosis increases and tufts of scar tissue extend 
through the pleura into the iaterstitial tissue of the 
lung. Hence, a degree of cellular intimacy develops 
between the pleura and membrane so that it may be 
difficult or impossible to establish a cleavage plane 
and the invaded lung is only poorly expansile. Cal- 
cium may be deposited in the membrane within 3 or 
4 weeks. 

The success of early decortication depends upon 
these facts. The occurrence of infection in a hemo- 
thorax does not change the essential pathology of 
hemo-organization although a firmer thicker mem- 
brane develops more rapidly in cases in which infec- 
tion supervenes. Hence, in early empyema decorti- 
cation performed as early as 11 or 12 days after in- 
jury has produced mature membranes. It is best to 
operate in from 3 to 5 weeks after injury in unin- 
fected cases for if operation is done earlier the mem- 
brane is thin and friable and the operation becomes 
extremely tedious, while if it is done too late the 
fibrous union between the membrane and pleura pre- 
vents a clean separation and the lung is frequently 
torn. 

The technique at operation does not differ appre- 
ciably whether or not infection is present in the hemo- 
thorax. Endotracheal anesthesia should be employed 
in all cases. The authors prefer an intercostal in- 
cision without section or resection of the ribs. The 
sixth intercostal space is usually the site of election 
for incision, but the fifth or seventh can be used ac- 
cording to whether better exposure is desired at the 
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Fig. 1.(Samson, Burford) Semidiagrammatic transpar- 
ency showing relationship of an organizing hemothorax 
(closed intrapleural hematoma) to the collapsed right lung. 


apex or at the base. The lung must be freed widely 
from the region of the incision, otherwise extensive 
tearing will occur when the ribs are separated. All 
loculi are broken down and if no fistulas are present 
the cavity is cleansed with saline solution. A sharp 
incision is made through the fibroblastic membrane 
(peel) to the visceral pleura. If the lung is braced 
with moderate positive pressure this maneuver is 
facilitated. When the visceral pleura is reached the 
underlying lung will herniate through the incised 
membrane. During separation the main pressure is 
directed toward the membrane with either small 
gauze dissectors or the fingers (Fig. 6). Decortication 
is carried to the edge of the collapsed lung where the 
membrane reflects on to the parietal pleura. The 
fissures and apex are then freed and the lung is sepa- 
rated from the diaphragm, mediastinum, and peri- 
cardium down to the hilum and pulmonary ligament. 
This is a most important part of the procedure. No 
attempt is made to remove the membrane from the 
parietal pleura for such a procedure has no effect on 
pulmonary re-expansion and the oozing of the blood 
is extensive and difficult to control. The diaphragm 
need not necessarily be decorticated but the cardio- 
phrenic and costophrenic sulci should be re-estab- 
lished to increase diaphragmatic motion and aid in 
pulmonary re-expansion. 

After the lung has been freed attention is given to 
necessary pulmonary surgery. Tears in the visceral 
pleura are repaired with interrupted fine silk sutures. 
Single superficial fistulas may be closed after fresh- 
ening of the edges. Following decortication, intra- 
pulmonary foreign bodies are readily palpable, al- 
though difficult to locate beneath the membrane in 
a compressed lung. Infected hematomas and ab- 
scesses usually are opened, the necrotic lining is re- 


moved by dissection, and the dead space is eliminated 
by layered closure with fine silk. Wedge resections 
of these areas or total lobectomy may be necessary. 
In so far as possible, long sinus tracts in the lung 
must be laid open, the lining membrane curretted, 
and the lung closed in layers. Mere closure of the 
superficial opening of the sinus tract will not suffice. 
Rib splinters or metallic fragments protruding into 
the pleural cavity are removed and a smooth surface 
is achieved. 

Two and sometimes 3 intercostal waterseal drains 
are inserted to maintain pulmonary expansion. Pro- 
caine injection of the 2 or 3 nerves above and below 
the incision is done. A layered closure is accom- 
plished. Blood in amounts of from 1,000 to 2,000 
c.c. is always given during the operation. 

The postoperative care differs little from that in 
any major thoracic case. Deep breathing, forced 
expiration, and voluntary cough are mandatory. No 
irrigations or instillations are done. Systemic peni- 
cillin is given as long as necessary. It is of utmost 
importance that the intercostal tubes maintain 
drainage. Ifa fistula develops one tube must be kept 
in place as long as the air leak continues. If a basal 
empyema develops, as shown by a change to a puru- 
lent drainage, dependent rib resection drainage 
should be established at once. A large airtight tube 
is inserted and attached to a water seal bottle to 
prevent secondary collapse of the lung. 

Patients with an uninfected organizing hemo- 
thorax are observed and treated conservatively for 
from 4 to 6 weeks. Many of the conditions clear and 
become asymptomatic by the fifth or sixth week. 
Repeated aspirations are made and the removal of 
as little as from 50 to 100 c.c. of currant-jellylike 
material from time to time is advantageous. If the 
situation becomes stationary at the end of 5 or 6 
weeks, decortication is indicated if the patient pre- 
sents all or part of the following picture: roentgeno- 
graphic evidence of a generalized hazy chest, lateral 
pulmonary compression of 50 per-cent or more with 
a collapsed apex, poor thoracic expansion with re- 
traction and narrowing of the intercostal spaces, dif- 
fuse thoracic pain or discomfort, and dyspnea on 
exertion. 

The combination of foreign body retained in a 
well expanded upper lobe in association with a 
lower lobe still partially compressed by an organizing 
hemothorax is considered sufficient indication for de- 
cortication and removal of the missile. 

In cases of infected organizing hemothorax in 
which the lung is compressed more than 25 per cent 
and, particularly, if the apex is collapsed, decortica- 
tion should be done as soon as the patient’s condition 
will permit. The difference between infected hemo- 
thorax and frank empyema is not great. In the latter 
instance the infection has been present for a longer 
period of time or may be more virulent. The authors 
prefer to subject suitable cases to primary decortica- 
tion without preliminary drainage since penicillin 
has come into general use. If the patient be pro- 
foundly toxic, preliminary rib resection drainage can 











ee ee ee ee ee ee ee | 





re 
re 


TNS ef 


= FF ee 











SURGERY OF THE THORAX 347 


be done followed by decortication when the patient’s 
condition permits. 

Significant decortications were carried out on 125 
patients, 75 of whom had primary healing and com- 
plete pulmonary restoration without the develop- 
ment of recurrent empyema. Most residual empye- 
mas were small and basal in location and responded 
well to rib resection drainage. When the lung was 
normal at the time of decortication, primary cure 
was obtained in more than go per cent of the cases, 
while in a group with associated pulmonary path- 
ology, about 40 per cent presented recurrent em- 
pyema. The operative mortality for approximately 
1,500 operations is probably less than 2 per cent. 

In the early phase, at least, of postpneumonic em- 
pyema, the pleura is essentially normal. This fact 
suggests the use of early decortication in selected 
cases of subacute or impending chronic postpneu- 
monic emphysema. The indications should be those 
of a total or subtotal empyema with a collapsed apex 
or loculations of the exudate. No conclusions can be 
made concerning the use of decortication in cases of 
tuberculous empyema without parenchymal infec- 
tion. ORVILLE F. Grimes, M.D. 


HEART AND PERICARDIUM 


Woll, E., and Vickery, A. L.: Primary Fibrosarcoma 
of the Heart with Vertebral Metastasis. Arch. 
Path., Chic., 1947, 43: 244. 

A case of primary fibrosarcoma of the heart with a 
solitary metastasis involving the thoracic vertebrae 
is presented. 





Fig. 1 (Woll and Vickery). Tumor seen from above 
through the opened left atrium. Note the strikingly occlu- 


sive character of the growth. 


MAHAIM’S TABLE OF PUBLISHED CASES OF PRI- 
MARY TUMOR OF THE HEART AND THE 
PERICARDIUM 


Non- 
Polypoid polypoid Total 








Heart 
i ieee ae 23 105 
ee ee 8 29 37 
Se ee 4 10 14 
Angioma (including 
lymphangioma).... . ie 4 9 13 
Rhabdomyoma...........  .. 60 60 
Celothelioma (mesothelio- 
ma) of node of Tawara.. 5 5 
Miscellaneous (cysts and 
other benign tumors).... —.. 8 8 
UND esikceecr wes ss 21 66 87 
oro. Secaies 11g 210 329 
Pericardium 
i ee 7 
re 3 
re 10 
Miscellaneous (cysts).. 19 
Celothelioma. (malig- 
eine 24 
ee 
Miscellaneous (malig- 
WET kiscesntow cS I 
WER ees 84 84 
413 


The above findings are suggestive or diagnostic of 
a tumor of the heart. 

1. Unexplained and intractable cardiac failure, 
which is often the first and the last. 

2. Unexplained and sometimes inconstant changes 
in cardiac rhythm, sounds, and size as judged by 
physical, roentgen, and electrocardiographic examin- 
ations. 





Fig. 2. Microscopic view of the primary tumor. Note 
the lobulation, the whorled character of the fascicles, the 
abundance of collagen, and the wide variation of cell size 
and shape. (Eosin-methylene blue: X93) 
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3. Development of a hemorrhagic pericardial effu- 
sion. (The presence of tumor cells in the fluid may 
confirm the diagnosis.) 

4. Unexplained signs of obstruction of the cardiac 
blood flow or of the blood flow of the major thoracic 
vessels. 

5. A specimen removed in arterial embolectomy 
which is shown on microscopic examination to be 
derived from a tumor in the heart. 

The authors in describing the pathologic classifica- 
tion of tumors of the heart follow Mahaim’s table of 
published cases of primary heart and pericardial 
growth. Joun J. MAtoney, M.D. 


Edwards, A. Tudor; and Barlow, Donald: Con- 
strictive Pericarditis. J. internat. chir., Brux., 
1946, 6: I. 

The authors state that whereas pericardial adhe- 
sions are of frequent occurrence, there is a small 
group of cases among these which are distinguished 
by the production of a syndrome due to the con- 
striction of dense fibrosis, calcification, or both. 
These are called cases of constrictive pericarditis. 

The essential local lesion resolves itself into a 
restriction of cardiac ventricular filling by a slowly 
contracting fibrosed or calcified pericardium. The 
extent, type, and thickness of the scar is not always 
correlatable directly with the severity of the symp- 
toms. Fibrous constriction may cover both ven- 
tricles, and include also the auricles, pulmonary 
conus, and caval areas, but calcification is frequently 
irregular, being deposited in plaques. These may 
enclose pockets of material resembling creamy pus, 
even though sterile. 

The heart is generally small but the thickness of 
the pericardium may present an enlarged heart 
shadow. The actual changes in the cardiac muscle 
have not been entirely clarified in the authors’ opin- 
ion. Liver changes are in the nature of an hepatic 
cirrhosis secondary to persistent passive congestion. 
Operative release of the heart should be undertaken 
before these changes are materially advanced and 
liver puncture biopsy is being used as a routine to 
appraise this factor. 

The etiology is not clear but tuberculosis is con- 
sidered most likely. Three of the authors’ patients 
subsequently died of tuberculosis and in one of 
these, tubercles and giant cells were found in the 
pericardium. Rheumatic fever is not strongly cred- 
ited in this capacity. 

The frequent presenting complaints are shortness 
of breath or progressive abdominal enlargement. 
The clinical picture closely resembles right heart 
failure, but in the latter condition dyspnea is present 
at rest, whereas in constrictive pericarditis dyspnea 
is principally on exertion. The ascites is usually 
more marked than the leg edema. The absent or 
feeble apex beat is suggestive of constrictive peri- 
carditis. The electrocardiogram shows curves of 
low voltage often, and inverted T-waves in limb and 
certain chest leads. Fluoroscopically the lack of 
pulsation is noted. 


The best guides to clinical and operative prognosis 


are, however, the degree of hepatic cirrhosis, conse-. 


quent ascites, and the height of the column of blood 
in the veins of the neck. 

A period of preoperative preparation of about 2 
months is devoted to obtaining maximum diuresis, 
chiefly by mercurial drugs. The serous cavities 
should be emptied, of course, prior to surgery, in any 
event. 

The operative procedure is carried out under intra- 
tracheal cyclopropane and oxygen through an ante- 
rior incision, with sacrifice of the necessary cartilages 
to secure exposure, it being felt that a “‘soft’’ chest 
may enhance the degree of cardiac freedom. The 
extent of decortication carried out is that necessary 
to adequately free the ventricles. It is begun over 
the left ventricle and is usually carried out over the 
front of both ventricles, and the lateral wall of the 
left ventricle to the level of the phrenic nerve. The 
auriculoventricular groove is also cleared where fea- 
sible, but clearing the auricle and caval openings is 
usually avoided. Cardiac irregularities occurring 
during surgery can be controlled by bathing the 
heart with novocaine solution. Opening the left 
pleura is probably an advantage as a means of per- 
sistent decompression after surgery. 

Postoperatively oxygen is used for a period of 24 
hours. Any fluid accumulations are aspirated from 
the pericardium, pleura, or peritoneum, if necessary. 
Mercurial diuretics are continued for several weeks. 

In 20 cases there has been no immediate operative 
mortality. One patient died of cardiac failure on the 
third day. Five more patients have subsequently 
died—1 being killed by a bomb and 4 having suc- 
cumbed to disease. The remaining 14 patients have 
had good results. Hrram T. Lancston, M.D. 


Santy, P., Bérard, M., and Piquet, G.: The Surgical 
Treatment of Chronic Constrictive Pericarditis 
(Le traitement chirurgical de la péricardite constric- 
tive). J. internat. chir., Brux., 1946, 6: 38. 


The acute fulminating form of constrictive peri- 
carditis rapidly progresses to a fatal outcome. In 
these cases the constant elevation of temperature in 
association with regional adenopathy represent ab- 
solute contraindications to surgery. The authors 
cite 2 such cases resulting in death 5 and 6 months 
after the first symptoms appeared. In both there 
was a caseous encasement from 2 to 3 cm. in thick- 
ness about the heart. At the opposite extreme there 
is that form of the disease which evolves very slowly 
so that its progress is compatible with a nearly nor- 
mal life. However, most of the cases fall somewhere 
between these two extremes. The classical picture is 
one wherein pericardial effusion is followed by dysp- 
nea, cyanosis, hepatomegaly, ascites, dependent 
edema, and pleural effusions. The elevated venous 
tension causes an impressive dilatation of the neck 
veins. The heart sounds are muffled. 

The absence of cardiac valvular signs constitutes 
a most important factor in distinguishing constric- 
tive pericarditis from similar syndromes caused by 
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valvular disease. Roentgen studies usually demon- 
strate the pleuropericardial, pericardiocostal or 
pericardiodiaphragmatic symphysis. Ordinarily the 
heart is small. Calcific plaques if accompanied by 
the classical clinical syndrome represent an absolute 
diagnostic sign. However, this sign is frequently 
lacking as calcification is not always associated with 
chronic constrictive pericarditis. 

The classical forms end fatally within a few years. 
Ordinarily, the duration of life is between 4 and 6 
years, during which time the symptoms become pro- 
gressively worse. Frequently an infection or a pneu- 
monic process hastens the end. 

The adolescent form of disease is most amenable 
to surgery and the best results are obtained in these 
cases. The children present a fairly typical appear- 
ance with small limbs, long narrow faces, smooth, 
white, glabrous skin, and infantile genital organs. 
Secondary sex characteristics are lacking. Menstrua- 
tion either does not appear or is scanty and irregular. 
The surgical liberation of the heart gives most spec- 
tacular results for the growth and development of 
the child is quite rapid thereafter. The results of 
surgery upon the adult form are much less impressive. 

The operative indications are quite precise if the 
acute fulminating and the slowly progressing, well 
tolerated forms are excluded. However, it is neces- 
sary to select an optimum time in the stage of the 
disease for operation. This problem involves the 
question of the role of tuberculosis in the genesis of 
the disease. Tuberculosis is undoubtedly a fre- 
quently encountered etiological agent. Fluid ob- 
tained from acute pericardial effusions may show 
tubercle bacilli either by smear or by guinea pig 
inoculation. More often the typical tubercles, giant 
cells, and organisms are found by histologic examina- 
tion of tissue removed at operation or recovered at 
autopsy. Sometimes a postoperative miliary dissem- 
ination of the disease occurs and gives an exact clue 
to the bacillary nature of the process. Occasionally 
one can demonstrate other foci of infection antedat- 
ing the pericardial involvement. However, in 65 
per cent of the author’s cases, careful observation at 
operation or at autopsy did not demonstrate such a 
tuberculous etiology. Nevertheless, when no precise 
etiological agent can be demonstrated the authors 
believe that, in most instances, the cause is tuber- 
culosis, because tuberculosis anatomically forms 
fibrous constrictions and calcifications. Other enti- 
ties such as trauma, syphilis, or benign suppuration 
are without doubt causes of chronic constrictive peri- 
carditis. Certainly, the rheumatic etiology is un- 
common for the adhesions are usually soft, loosely 
attached, and nonconstrictive. 

The tuberculous etiology then presupposes the 
elapse of a long period before surgery is considered 
for it is of paramount importance to operate only 
when the infection is overcome and the lesions are 
uninhabited by organisms. One risks nothing by the 
long delay for the myocardial damage is practically 
never irreversible; one risks everything by operating 
too early. However, there are no definite criteria to 
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determine if the lesion is quiescent and free of organ- 
isms. Certainly, the existence of other visceral 
tuberculous lesions, the presence of pericardial fluid, 
and the persistence of temperature with or without 
adenopathy are absolute contraindications to sur- 
gery. No particular sign indicates how long to delay 
operation. Usually, however, when the disease has 
advanced but little, at least 18 to 24 months should 
elapse before operative intervention is attempted. 
The cytologic picture of pleural and pericardial 
fluids may aid somewhat for if no inflammatory cells 
re seen, the fluid may be considered a mere transu- 
ate. 

Local anesthesia is employed almost exclusively by 
the authors. In contrast to most American surgeons 
who favor extensive pericardiectomies by carrying 
the excision of the fibrous tissue to the point of 
origin of the great vessels, these French surgeons be- 
lieve that a limited pericardiectomy which removes 
only that portion overlying the anterior aspect of 
the left ventricle is sufficient. The limited excision 
is easier, less shocking, and apparently sufficient, for 
the diastolic repose of the left ventricle is the most 
important feature. The stasis at the level of the 
great vessels at the base of the heart is secondary to 
poor filling of the ventricle. 

The authors emphasize that the pleura should not 
be injured. The use of gentle technique in resection 
of the ribs and left border of the sternum, with a 
midline approach to the pericardium and the use of 
moist sponges to reflect the pleura, aids in preventing 
its injury. 

The authors’ experience is derived from the study 
of 12 personal cases. In 6 of these perfect results 
were obtained. The results were less impressive in 2 
adults of middle age with calcified pericardial lesions 
and in the 4 other cases in which recurrent pleural, 
presumably tuberculous, infections occurred. 

ORVILLE F. Grimes, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Thomas, M. A.: Webs and Constricting Bands in 
the Upper Esophagus (Sideropenic Dysphagia). 
Am. J. Roentg., 1947, 57: 213. 


The lesions which the author describes are either 
thin membranous webs which sweep partially across 
the lumen of the esophagus or narrow bands which 
encircle the esophagus and constrict the lumen. The 
condition is found, with few exceptions, in women 
and is often associated with essential hypochromic 
anemia. The postcricoid area is the most common 
site. The precise etiology has not been established. 
It is believed that they may be congenital or due to 
scar tissue forming after some abrasion of the mucosa 
either as the result of trauma or infection. However, 
more complex etiological factors seem to be involved. 
The association of anemia and dysphagia occurs 
most often. Superficial glossitis, cracking of the cor- 
ners of the mouth, splenomegaly, and achlorhydria 
may accompany the two predominant symptoms. A 
disturbance of the balance between the Meissner 
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Fig. 1. (Thomas) capsule lodged in postcricoid area. 


and Auerbach plexuses has been offered as an ex- 
planation by those who believe esophageal spasm 
accounts for the symptoms. In another series of pa- 
tients presenting similar symptoms, no organic lesion 
could be demonstrated roentgenologically or other- 
wise. The dysphagia was said to be hysterical in 
origin and the anemia as well as the other changes 
were said to result from the prolonged unbalanced 
diet. Others have noted that all the manifestations 
of the symptoms except dysphagia were indistin- 
guishable from those of idiopathic hypochromic ane- 
mia. The dysphagia was explained by the extension 
to the esophagus of the same pathological changes 
noted in the mouth and tongue. Perhaps the atro- 
phic processes associated with the anemia predis- 
pose toward web formation and fibrosis, although 
certainly there are cases in which anemia is present 
without webs or bands as well as cases in which the 
reverse is true. Still other authors conclude that the 
dysphagia is simply a symptom of essential hypo- 
chromic anemia, from whence the term sideropenic 
dysphagia has arisen. The author concludes from 
his review of the literature that a deficiency of iron 
is the primary cause of the disease syndrome. The 
symptoms and dysphagia are secondary. 

The author’s experience with esophageal webs or 
bands has been rare. Others, stating that they occur 
much more often than is generally believed, describe 
a series of patients complaining of dysphagia, and in 
13 per cent of those with positive findings other than 
foreign bodies esophageal webs were found. The 
usual clinical diagnosis is esophageal spasm, globus 
hystericus, or some other neurosis. 





Fig. 2. Web well shown in filled esophagus. 


Mention is made of the possible relationship be- 
tween the epithelial changes due to hypochromic 
anemia and the development of cancer. No conclu- 
sions are drawn. 

The demonstration of these constricting bands or 
webs by roentgenological methods requires a some- 
what specialized technique. In the 4 cases reported 
by the author the usual examination by thick and 
thin barium mixtures was insufficient to make the 
diagnosis. The passage of the barium through the 
upper esophagus was too rapid to allow more than 
fleeting glimpses of the indentation caused by the 
band or web. However, roentgenograms made with 
rapid exposure immediately after the patient swal- 
lowed a large mouthful of barium mixture showed 
the constricting band or web in an otherwise dis- 
tended esophagus. The esophagus must be distended 
since if it be empty or only partially filled one may 
find no evidence of abnormality and the mucosal pat- 
tern may appear perfectly normal. 

The author suggests the use of a capsule (size .00) 
filled with barium which can be visualized as it is 
lodged against the band or web. The latter is some- 
times outlined by air in the esophagus above and be- 
low the constriction. Esophagoscopy proves the di- 
agnosis. However, extreme care must be used for the 
lesion lies high in the esophagus and may readily be 
broken down before it is actually observed and no 
evidence would be left other than possibly a faint 
tear in the mucosa. 

Simple dilatation of the area combined with radial 
incision of the band, when necessary, served to re- 
lieve all 4 patients. One patient developed recurrent 
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dysphagia 9 months after the original dilatation. 
Re-examination showed the constricting lesions to be 
slightly broader than originally. After intensive iron 
therapy failed to influence the dysphagia, a second 
dilatation gave relief. Orvitte F. Grimes, M.D. 


MISCELLANEOUS 


Langston, H. T., and Tuttle, W. M.: The Pathology 
of Chronic Traumatic Hemothorax. J. Thorac. 
Surg., 1947, 16: 99. 

The authors attempt to correlate the clinical and 
pathologic data in organizing hemothorax, and elu- 
cidate the cause for the variants encountered. 

The pleura responds to trauma or blood. This 
response takes the form of an effusion which is bas- 
ically serous in character. Alteration of this response 
by the severity or type of the trauma, or by con- 
taminating bacteria is suggested as the source of 
excesses of fibrin. If coagulative ferments are re- 
quired to produce fibrin deposition or clotting, the 
wounded lung or chest wall offers adequate sources. 

Unattended, a clotted hemothorax or fibrinothorax 
becomes a fibrothorax by organization of the intra- 
pleural mass in a manner similar to that seen in in- 
travascular thrombi or suppurates. 

The odd clinical behavior of the infected patients 
is explainable by the presence of fibrin acting as a 
barrier interposed between the main body of in- 
fecting organisms and the pleura. Leucocytes are 
apparently limited as to the distance they can infil- 
trate into a fibrin mass from their point of departure. 
Thus, a delay is required before they can accumulate 
in sufficient numbers in the center of the pleural 
mass to be aspirable as pus. 

Finally, a clinical picture confusable with, but 
distinguishable from, gross organizing hemothorax, 
due to severe distortion and infolding of the lung, 
is described. Since this condition is believed to be 
pathogenetically related to organizing hemothorax, 
it constitutes another cause for chronic hemothorax. 


Sellors, T. Holmes; and MacPhail, William M.: 
Discussion: Rehabilitation in Chest Injury. 
Proc. R. Soc. M., Lond., 1947, 40: 287. 


SELLorS, T. Hotmes: A surgeon’s task is not com- 
plete until the patient has been returned to mental as 
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well as physical fitness. Since the period of hospital- 
ization in chest diseases is usually quite prolonged, 
this is believed to be a particularly important aspect 
of the problem. 

The problem can be considered from t] ~ stand- 
point of the patient as a whole or of the more local 
restoration of chest function. 

From the general standpoint, the day of the long 
term hospital patient should be well organized so 
that he is not left an excessive amount of time for 
aimless or chance pursuits. He should always be 
neatly attired and not allowed to fall into slovenly 
habits. A rural setting aids materially in achieving 
this with freedom. Diets should, likewise, be care- 
fully planned and properly dispersed. 

Great care should be devoted to the prevention of 
the unfortunate mental state known as “‘hospitaliza- 
tion.”” Well directed and even ultimately useful 
occupational therapy is very important. 

The local problems involved in the restoration of 
chest function comprise the prevention or correction 
of contractures, scoliosis, and limitation of motion in 
the thorax or arm. 

Attention directed at avoiding constricting circular 
bandages, and the correct posture in bed are im- 
portant early measures. The correct instruction in, 
and insistence upon, proper performance of inspira- 
tory exercises will regain the mobility of chest wall or 
diaphragm on the affected side when desired or will 
promote better use of the uninvolved portions in 
such situations as thoracoplastic operations. 

These points are elaborated and the main points 
are illustrated by clear photographs. 

MacPualt, WILi1aM M.: This discussant considers 
more specifically the ancillary services important in 
complete rehabilitation, such as physiotherapy, oc- 
cupational therapy, and social services. 

The specific details of the latter apply largely to 
Great Britain, and their purpose is to provide 
counsel as well as aid in financial matters, forsee the 
difficulties in regaining financial independence after 
discharge from the hospital, assure gainful employ- 
ment either by instruction in a suitable type of new 
work or by adjustment of the old job to suit the 
patient if necessary and possible. Assistance in ob- 
taining direct relief is included. 

Hiram T. Lancston, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Baldelli, R.: Cocci’s Method of Repair for Inguinal 
Hernia (Il metodo Cocci per l’operazione dell’ernia 
inguinale). Gior. ital. chir., 1947, 3: 145. 


A rational method of repair of inguinal hernia 
must support the hernia, have respect for the exist- 
ing organs in the region involved, and reconstruct 
the inguinal canal in such a manner as to impede 
recurrence. 

‘The author describes a method, devised by Cocci, 
for repair of inguinal hernia which was used on 800 
patients between the years from 1937 to 1944. 

An incision parallel to the inguinal ligament, 1 cm. 
above it, and extending to 1 cm. below the pubes is 
made. An incision of the aponeurosis of the external 
oblique muscle a little above the middle of the super- 
ficial inguinal ring and parallel to Poupart’s liga- 
ment, without going beyond the deep inguinal ring, 
is made next. The cremasteric muscle is incised 
longitudinally and the hernial sac is separated from 
the spermatic cord. After the sac is opened a ligature 
is placed at the base, and the excess portion of the 
sac is excised. The rectus fascia beneath the fascia 
of the external oblique is incised, and the superior 
limb of this incised fascia is sutured beneath the cord 
to the inferior limb of the incised external oblique 
fascia. Next, the superior margin of the incised ex- 
ternal oblique fascia is sutured to the inferior portion 
of the subcutaneous fascia of the wound. Skin clos- 
ure completes the procedure. 

The author believes this method of Cocci is supe- 
rior to the procedure of Bassini. 

ARTHUR F. Crpoiia, M.D. 


GASTROINTESTINAL TRACT 


Leger, L., and Maes, J.: Spontaneous Ruptures of 
the Stomach (Les ruptures spontanées de |’esto- 
mac). J. chir., Par., 1947, 63: 35. 

The authors have collected 30 cases of spontaneous 
rupture of the stomach reported since the first case 
was described by Camerarius in 1714. They report 
in detail the case of a girl of 15 years, in whom rup- 
ture followed an enormous pneumoperitoneum caused 
by gastric distention. There was no local gastric 
lesion. The colon was likewise distended with gas. 
Rupture in this case was believed secondary to an 
attack of paroxysmal aerophagia, as suggested by 
the enlarged abdomen, effortless vomiting, and noisy 
eructations. Operation was begun with little hope of 
success. The patient died on the operating table. 
Upon opening the peritoneum, there was a loud re- 
port. Autopsy revealed a rupture beginning high up 
on the lesser curvature and running along the gastric 
margin for about 12 cm. There were no changes in 
the stomach wall at the site of rupture although the 
walls of the stomach in general were extremely thin. 


The pylorus was normal and permeable. No other 
abdominal lesion could be detected. 

Spontaneous rupture of the stomach is found with 
about the same frequency in males and females of 
any age, although it is most common between the 
ages of 11 and 30 years. There is often a history of 
ingestion of an enormous meal of fruit or vegetables, 
of excessive intake of fluid, or of carbonated drinks 
or effervescing salts. Especially ingestion of sodium 
bicarbonate following beer seems to have a predis- 
posing effect. In some cases there is no history of 
overeating. Two patients were psychopathic and 1 
patient suffered rupture following the intraocular 
administration of atropine. One case occurred during 
labor with death 19 hours after delivery. In another 
case rupture followed subtotal hysterectomy with 
peritonization and vaginal drainage. In 1 case the 
gas escaping after puncture flowed out for 8 minutes. 
The escaping gas has been described as inflammable. 

The site of rupture was on the greater tuberosity 
in 8 cases, on the lesser curvature in 7 cases, on the 
greater curvature in 3 cases, on the anterior surface 
in 4 cases, and on the posterior surface in 3 cases. In 
2 cases there was a double rupture. Although the 
gastric walls have been described in autopsy records 
as being greatly changed, no changes except general 
attenuation were noted at operation in the case here 
reported. Co-existing lesions mentioned in the litera- 
ture have included callous duodenal ulcer and pyloric 
stenosis. In 1 case the stomach was in abnormal 
position. It is believed that the lesser curvature in 
its juxtacardiac region forms a site of lessened re- 
sistance. Clinical factors include sudden onset, with 
severe pain and occasional vomiting, marked ab- 
dominal distention, tympanism, and subcutaneous 
emphysema in the terminal period. Prolapse of the 
genital organs due to pressure has been described, as 
well as secondary turgescence of hernia, which led to 
a suspicion of strangulated umbilical hernia. Pain- 
ful, cold, and cyanotic feet have also been described 
as due to venous circulatory disturbances. 

In some cases the course is less brutal and the pa- 
tient may seem only slightly ill until a sudden pain is 
followed by vomiting and death. 

X-ray examination is rarely accomplished. In the 
present case the roentgenogram showed pneumoperi- 
toneum, with the liver detached from the diaphrag- 
matic cupola. Also the lesser pelvis was filled with 
gas. The course is usually rapidly fatal with com- 
plete collapse in about 12 hours. The longest sur- 
vival was 35 hours. 

Mikulicz was the first to attempt operation, but 
his patient died. Steinmann performed a successful 
operation in 1 case in 1917, a few hours after onset. 
Of the 6 cases treated surgically, 5 proved fatal. 

Perhaps gastric lavage in ventral decubitus and 
splanchnic infiltration might check this progressive 
dilatation and thus prevent rupture of the stomach. 
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Also preoperative abdominal paracentesis has been 
suggested. Because of the crucial role apparently 
played by mechanical factors, it might be advisable 
to begin by relieving the pneumoperitoneum pres- 
sure. Laparotomy would add to the shock, as evi- 
denced by 2 deaths during operation. Gastric intu- 
bation with a Faucher or Wangensteen tube and 
aspiration might be used to relieve pain and shock. 
Finally, a minimal parietal buttonhole might be 
tried as this measure has afforded relief in severe 
cases of pneumoperitoneum and permitted subse- 
quent successful operation. None of the measures 
recommended for treatment of acute gastroduodenal 
dilatation should be neglected. 
EpitH SCHANCHE Moore. 


Bruusgaard, C.: The Operative Treatment of Gas- 
tric and Duodenal Ulcer. Acta chir. scand., 1946, 
94: Supp. 117. 


This monograph of 418 pages is more than a clini- 
cal and roentgenological study of the operative treat- 
ment of gastric and duodenal ulcer. The author’s 
material of 1,200 operative cases is used to demon- 
strate immediate postoperative results, of which 700 
cases were available for follow-up examinations to 
evaluate the late results. 

An adequately studied material of this magnitude 
has real merit in guiding surgical therapy. However, 
this text does much more than evaluate surgical end 
results. (It is almost encyclopedic in covering the 
entire surgical knowledge on the subject.) The his- 
torical development and evolution of varied surgical 
techniques is thoroughly described in Part I. The 
literature has been not only seriously considered by 
the author, but he has selected and quoted the sur- 
geons who have made the major contributions in the 
development of the surgical therapy for gastroduo- 
denal ulcerative disease. 

When in doubt on any question pertaining to this 
extensive subject, as for example ‘‘the surgical in- 
dications for acute massive hemorrhage,” the opinion 
of the authority is presented. Unfortunately, when 
quoting these authorities, the author, for the sake of 
authenticity, quotes verbatim in the native language 
of the authority quoted. Inability to translate Ger- 
man would limit the usefulness of this text. Despite 
this irritating defect, a monograph which adequately 
presents 20 different chapters on subjects which 
include history, operative methods used, complica- 
tions, causes for postoperative complaints, indica- 
tions for gastric and duodenal ulcer, and many other 
subjects, merits most serious consideration. 

SAMUEL J. FoGEtson, M.D. 


Vallery-Radot, P., Halpern, B. N., and Martin, J.: 
Experimental Researches on the Production of 
Ulcer and Gastric Perforation by Histamine 
(Recherches expérimentales sur la production de 
Vulcus et de la perforation gastriques par l’hista- 
mine). Presse méd., 1947, No. 17. 185. 


The intravenous injection of a fatal dose of hista- 
mine bichlorhydrate produces death of a guinea pig 
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within several minutes without producing any gas- 
tric lesions. However, by utilizing the protective 
action of synthetic antihistamine derivatives of 
thiodiphenylamine, the authors were able to inject 
massive doses of histamine and produce, after the 
equivalent of 100 lethal doses, typical gastric ulcers. 
These lesions, in the guinea pig, varied from simple 
erosion to gastric perforation, and were identical, 
histologically, to similar lesions in men. 
Epwarp W. Grsss, M.D. 


Harkins, H. N.: The Prevention of Pyloric Liga- 
tion-Induced Ulcers of the Gastric Rumen of 
Rats by Transabdominal Vagotomy; A Pre- 
liminary Report. Bull. John Hopkins Hosp., 
1947, 80: 174. 


Starved rats regularly develop multiple hemor- 
rhagic ulcerations of the gastric rumen, as well as oc- 
casional ulcers of the gastric fundus, within 15 hours 
following pyloric ligation. The author has tested the 
effect of transabdominal vagotomy on the develop- 
ment of these ulcerations. 

His control series of 22 rats developed 480 ulcers. 
The vagotomized series of 20 rats developed no ulcers 
at all. 

Vagotomy also lengthened the life of the pylorus- 
ligated rats. The average length of life of the control 
series was 49 hours, while the vagotomized series 
lived an average of 106 hours. 

Vagotomy lessens the acidity and volume of the 
accumulated gastric fluid, but neither of these factors 
alone explains the prevention of the ulcerations by 
this procedure. JoserH Gaster, M.D. 


Bartels, R. N., and Dulin, J. W.: Gastric Resection 
for Peptic Ulcer. Surgery, 1947, 21: 496. 


Five years ago the authors reviewed 50 consecu- 
tive cases in which they had performed gastrec- 
tomies during the period between 1927 and 1940. 
The review disclosed that their postoperative mor- 
tality was too high (28%), the indications for resec- 
tion too limited, and the recurrent ulcer rate too 
high (14.7%). 

During the period between 1941 and 1943 they 
performed 100 consecutive gastric resections for 
benign ulcer. These cases furnished material for the 
present comparative report. Eighty-eight of the 
patients were men and 12 were women. The average 
age of the patients was 49.8 years. The average dur- 
ation of symptoms was 11.5 vears. Pain, indigestion, 
vomiting, and bleeding were the principal symptoms, 
and a multiplicity of symptoms was common. Sixty- 
four per cent of the patients had some symptom of 
bleeding and 86.2 per cent of the patients were to- 
tally unable to work, having a degree of invalidism, 
as a result of chronic peptic ulcer and its complica- 
tions, often not appreciated by the physician. Be- 
fore resorting to gastric resection, conservative 
therapy had been given a trial in 93 per cent of the 
patients in this series. It is the authors’ belief that 
chronicity of symptoms or frequent recurrence of 
symptoms produces irreversible pathologic changes 








which no amount of medical therapy can benefit. 
Thirty patients had undergone one or more surgical 
operations previously, for complications of peptic 
ulcer. 

Usually, the indications for resection were multiple, 
but in 39 cases the primary indication was pain; in 
20 cases, obstruction; in 19 cases, bleeding; in 7 
cases, gastric ulcer without healing; in 7 cases, wrong 
diagnosis; in 1 case, perforation; and in 1 case, gas- 
trojejunocolic fistula. Gastric resection was not con- 
sidered for the ulcer patient who was able to carry 
on full time work and whose condition could be well 
controlled with medical therapy. 

At operation, 70 duodenal ulcers, 21 gastric ulcers, 
5 marginal ulcers and 1 gastrojejunocolic fistula were 
found. Ten patients had multiple ulcers. A walled 
off perforated ulcer was present in 59 per cent of 
the patients. 

Preoperative and postoperative gastric acidity 
were studied, and the average preoperative value 
was shown to be 50 U. at 60 minutes. After surgery 
the average value was 5. In attempting to correlate 
the amount of stomach resected with the reduction 
of free hydrochloric acid, a greater percentage of pa- 
tients with achlorhydria was found among those 
with a two-thirds resection than among those with 
a three-fourths resection. The authors offer the 
explanation that the shorter afferent loop in the two- 
thirds resections may account for the above finding. 

All gastrojejunal anastomoses were of the termino- 
lateral, oralis totalis type; 99 were retrocolic. An 
associated enteroenterostomy was performed in 5 
cases, 3 of which were of the en-y type, after partial 
jejunal resection for marginal ulcer. Pyloric exclu- 
sion was performed in 4 cases only, which reflects 
the authors’ opinion that the so called “irremovable” 
duodenal ulcers are not common. 

Thirty-one per cent of the patients had nonfatal 
postoperative complications. In 9 cases there was 
pulmonary involvement, in 5 cases wound infection, 
and in 3, delayed function of the anastomosis. Ob- 
structed anastomosis, incomplete intestinal obstruc- 
tion, laryngeal edema, pancreatic fistula, jaundice, 
wound separation, evisceration, intra-abdominal 
abscess, ascites, and bleeding from the gastrointes- 
tinal tract were other complications. 

There were 8 deaths. Of these, 5 occurred among 
patients in whom less than two-thirds of the stomach 
had been removed. It would appear that the magni- 
tude of the resection per se does not increase the 
mortality rate. Two patients died because of cardiac 
failure, and 6 died of peritonitis due to a breakdown 
of suture lines, damage to the bile ducts, and wound 
infection. Case reports are presented of the 8 
cases in which death occurred. From these the 
authors conclude that: 

1. A patient who has lost large amounts of blood 
over a period of time is a poor operative risk even 
though supported by many transfusions; earlier 
operative intervention before succeeding exsanguin- 
ating hemorrhages will give a lower operative 
mortality . 
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2. Gastric resection may be indicated even though 
the patient has severe heart disease if symptoms 
are severe enough. 

3. Improvements in technique of pyloric stump 
closure may obviate the difficulty in obtaining a 
secure closure of the antral mucosa. 

4. Poor healing is definitely related to a great 
blood loss and is responsible for separation of suture 
lines and fatal peritonitis. 

Ninety-two patients were available for follow-up 
studies. Of these,-52 were examined later at the hos- 
pital and 7 were followed by letters. Using rather 
strict criteria, the authors found that 51 of the 59 
patients were well, 4 were improved, and 4 had a 
recurrence. There was no evidence of recurrence in 
the 33 patients who were followed indirectly. 

Studies of the 4 recurrent cases showed the pres- 
ence of high gastric acidity. The authors believe a 
relative achlorhydria is necessary to prevent recur- 
rent ulcer. It was believed that removal of an inade- 
quate amount of the stomach was the cause of 
recurrence in 2 cases. In the remaining 2 cases, mar- 
ginal ulcers were resected with re-establishment of 
continuity by the en-y type of jejunostomy, and 
recurrence was blamed on this type of anastomosis. 
Secretin is not produced because it is impossible for 
acid gastric juice to reach the duodenal mucosa. The 
buffering effect of bile and pancreatic juice is lost 
since these juices bypass the gastrojejunal anas- 
tomosis, leaving it exposed to the acid peptic di- 
gestive juice. 

The authors report a direct relationship between 
recurrent ulcer and conservative surgery. 

In the 20 patients in whom less than a two-thirds 
resection was done, the recurrence rate was 13.3 per 
cent, while in the 80 patients with a two-thirds or 
more resection, the rate was 2.59 per cent. In 11 
patients with ulcer, which was treated by gastro. 
enterostomy during the same period, the recurrence 
rate was 27.3 per cent. 

Case reports of the 4 patients with recurrent 
ulcers are given in detail. 

During 1944 and 1945, 121 additional gastric 
resections were performed for ulcer and its complica- 
tions. Forty-one patients had had previous surgery 
for peptic ulcer. In 31 cases the indication for resec- 
tion was a severe complication of peptic ulcer or ot 
previously inadequate surgical treatment. There 
were 2 deaths, a 1.6 per cent mortality. The authors 
attribute the decreased mortality to refinements in 
operative technique and careful attention to pre- and 
postoperative care. Two-thirds of the stomach was 
removed in a greater number of the patients in this 
group than in the previous group of 100. Follow-up 
examinations in 92 per cent of this group, although 
short, have failed to reveal any recurrent ulcers. 
During this same period only 2 gastroenterostomies 
for ulcer were performed. 

During the 5 year period from 1941 to 1945 the 
authors report a mortality rate of 4.5 per cent; the 
ulcer recurrence rate was 1.8 per cent. 

RoBeErT R. BIGELOw, M.D. 
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Barrett, M. K.: Avenues of Approach to the Gastric 
Cancer Problem. J. Nat. Cancer Inst., 1946, 7: 127. 
The greater number of deaths from cancer are 
among patients with gastric cancer (26,000 to 
40,000 yearly). Since the problem is of major im- 
portance, the author has made a study of over a 
thousand articles and books in an effort to find sug- 
gestions for further clinical or experimental work. 
Factual knowledge of the major associations and 
relationships of gastric carcinoma are summarized 
in twelve sections, as follows: Heredity, Diet and 
Vitamins, Hormones, Bacteriology, Gastritis, Per- 
nicious Anemia, Achlorhydria, Ulcer, Gastric Polyps, 
Methods of Diagnosis, and Experimental Carcino- 
genesis. General suggestions are made for further 
study along various lines. 

The most pressing need is for earlier diagnosis. 
With the best treatment, the average percentage of 
5 year survivals is but 5 or 6 per cent. The author 
states that only one-half of all patients hospitalized 
or gastric cancer are operable, and of these, only 
one-half of the cancers are resectable. 

Methods feasible for attaining early diagnosis in a 
large number of cases are not now apparent. 

FRANK B. QUEEN, M.D. 


Wahren, H.: Total Resection of the Carcinomatous 
Stomach. Acta. chir. scand., 1947, 95: 193. 


Total gastrectomy in cases of carcinoma of the 
fundus and upper corpus of the stomach is advocated 
by the author not only because subtotal resection, 
a priori, fails to fulfill the theoretical demands for 
radical treatment of a cancerous process, but also be- 
cause of the observations of Borrman and of Eker 
who showed that cancer cells could be demonstrated 
in tissue as far as 5 cm. from the palpable tumor, 
but appeared to be healthy macroscopically. Ac- 
cording to various authors lymphatic metastases 
occur in from 36 to 75 per cent of the cases of ven- 
tricle carcinoma. 

Peritonitis originating in the anastomosis between 
the esophagus and the jejunum and/or the duodenum 
is probably the most usual cause of death following 
total gastrectomy. For this reason the author care- 
fully preserves the ascending branch of the left gastric 
artery upon which the lower portion of the esopha- 
gus is dependent for its nutrition to a high degree, 
although such a maneuver lessens the possibility of 
effectively removing the lymphatics in the region of 
the cardia. 

A technique of total gastrectomy and esophago- 
jejunostomy through a subcostal, upper left ab- 
dominal incision is described. Section of both vagi 
and incision of the peritoneum anteriorly and poste- 
riorly over the abdominal esophagus allows the sur- 
geon to elongate the subdiaphragmatic portion of 
the esophagus some 5 to 7 cm. without too much 
traction. The esophageal stump is closed with steel 
wire and folded upward so that an anastomosis to the 
jejunum may be affected on its posterior surface. The 
author believes that extirpation of the spleen along 
with ventriculectomy, as recommended by some 


American surgeons, is irrational. Protein derivatives 
are given intravenously during the immediate post- 
operative phase. 

Nine cases of total gastrectomy for carcinoma of 
the corpus are reviewed; all of the patients were dis- 
charged from the hospital in good condition. One 
patient was living 10 months after the operation, but 
showed evidence of metastasis to the liver. Three 
patients died in from 4 to 14 months of liver metas- 
tasis, and 1 other patient died after 4.5 months, 
but the cause of his death was not determined. The 
4 remaining patients are living from 1 to 2 years 
postoperatively and are apparently well. 

WAYNE CAMERON, M.D. 


Puente Duany, N., and EJizondo Martel, G.: Radio- 
logic Aspects of Gastrointestinal Lymphosar- 
coma—Lymphoblastoma (Aspecto radiologico 
del linfosarcoma—linfoblastoma—gastrointestinal). 
Arch. cubanos cancerol., 1946, 5: 361. 


Puente Duany and Elizondo Martel have made a 
very comprehensive clinical and radiological study of 
23 cases of lymphosarcoma of the gastrointestinal 
tract. Twelve of the lesions were located in the in- 
testine, 10 in the stomach, and 1 affected both seg- 
ments. The article is illustrated by a large number 
of x-ray reproductions and drawings of the different 
lesions found. Lymphosarcoma was found more fre- 
quently in the intestine, especially in the ileocecal 
valve, than in the stomach. With exception of the 
epithelioma, it is the most frequent tumor of the di- 
gestive tract. The lymphosarcomas of the gastro- 
intestinal tract observed by the authors presented a 
localized form, a diffuse and multiple form with 
acute and chronic aleucemia, a transitional form of 
mixed variety, and acute or chronic leucemia of 
lymphoid or myeloid type. 

From a pure anatomic point of view the gastric 
lymphosarcomas were classified in the following vari- 
eties: diffuse infiltrating, ulcerative, polypoid, mul- 
tiple nodular, and mixed. Some lymphosarcomas 
cause a peculiar form of the small intestine (more rare 
in the colon) with dilatation to form a sac at the site 
of the tumor which gives the appearance of an an- 
eurysm. Microscopically, the gastrointestinal sar- 
comas presented 3 distinct histological types: lymph- 
ocytic, lymphoblastic, and reticular, depending upon 
which cells predominate. 

As far as the diagnosis is concerned, 3 cases were 
found with manifest tumoral lesions of the stomach 
and intestine months after peripheral adenopathy 
had been discovered. 

The radiologic characteristics of these tumors is 
discussed in detail. 

The gastric localization presented itself under two 
modalities: the localized and the diffuse and multiple 
types. The first is confused systematically with car- 
cinoma and ulcer; there is thickening of the submucosa 
with or without ulceration. In ulcerated lesions there 
is no sharp limitation of the borders of the lesion. In 
the roentgenogram the diffuse and multiple variety 
presents not only the principal infiltrating tumor, 
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but also polypoid areas, ulcer, and thickening of the 
folds of the mucosa. The hypertrophy of the mucosa 
is different from that in hypertrophic gastritis. In the 
latter condition the folds are more regular, less thick, 
and not accompanied by areas of tumoral infiltration. 
The roentgenologic aspects of these tumors in the 
duodenum, jejunum, ileum, and colon are illustrated. 
Some of the lesions, especially those of the diffuse 
type, may appear in the first stages of lymphoid or 
myeloid leucemias of the acute or chronic variety, but 
they are more common in the late stages. The impor- 
tance of x-ray therapy in the treatment of these tu- 
mors is emphasized. Wuiuiam E. Ricketts, M.D. 


Kiefer, E. D., and McKell, D. McC., Jr.: Peptic 
Ulcer in the Aged. J. Am. M. Ass., 1947, 133: 
1055. 

It is a widespread clinical impression that peptic 
ulcer is predominately a disease of the young or mid- 
dle aged, and that it occurs comparatively infre- 
quently in elderly patients. The authors quote 
statistics to show that this disease is proportionally 
as common in the elderly as in the young or middle 
aged. This article is based on a study of 152 patients 
over the age of 65 years in whom the diagnosis of 
peptic ulcer was made. In this series there were 112 
duodenal, 36 gastric, and 4 postoperative ulcers. 

Seventy-seven of these patients, approximately 
one-half of the series, had their first symptoms of 
ulcer after their sixtieth birthday, and 24 after their 
seventieth birthday. An analysis of the remaining 
67 patients who had symptoms for over 5 years re- 
vealed that a very high proportion had moderate or 
severe symptoms. These elderly patients with a long 
history of symptoms were very prone to have a 
chronically perforated or calloused ulcer which was 
very resistant to treatment. The history of these 
elderly patients was often atypical as only 45 per 
cent of them had a history that could be considered 
characteristic of peptic ulcer. 

In general, the treatment of these patients fol- 
lowed routine lines. Malnutrition was especially 
common and weight loss was often marked. The 
diet in cases of this type should contain adequate 
protein, and fat may be used sparingly; the usual 
milk and cream mixture may be replaced by milk in 
many cases. Caution should be used in the use of 
soluble alkalies because of the danger of alkalosis in 
the presence of impaired renal function. 

Organic obstruction requiring surgical treatment 
was quite common. Seventeen of the 112 patients 
with duodenal ulcer required gastroenterostomies 
for the relief of their obstructive symptoms. Gross 
hemorrhage is a particularly serious problem in this 
age group. The authors prefer a short period of 
sedation and fasting for from 24 to 48 hours before 
feedings are instituted. Of the 152 patients, 48 gave 
a history of hemorrhage and 17 had repeated hemor- 
rhages. All patients were treated medically; no 
operative intervention for acute hemorrhage was 
carried out in this series and there were no immediate 
deaths. However, follow up studies showed a high 


incidence of late recurrent hemorrhages after treat- 


ment, and in 4 instances the recurrent hemorrhage . 


was fatal. 

Except for the complication of hemorrhage, the 
prognosis of peptic ulcer in this age group is about 
the same as for ulcer in any other age group. There 
was a recurrence rate of 32 per cent; 107 patients ob- 
tained complete relief, 28 were benefitec but had re- 
currences, and 4 were not benefited. Eight of these 
patients died as a result of their ulcer; of these, 4 died 
because of hemorrhage, 1 of perforation, 2 died after 
operation, and 1 died at home, the cause not being 
ascertained. Eighteen gastroenterostomies and g sub- 
total gastric resections were performed with 2 deaths. 

The authors believe the only dependable proof of 
the benignity of an ulcer is to have it completely 
disappear under treatment. 

F. J. LESEMANN, JR., M.D. 


Kimble, S. T., Jr.: Protein Hydrolysate Therapy for 
Peptic Ulcer; Preliminary Report. Gastroen- 
lerology, 1947, 8: 467. 

Considerable interest in the value of protein hy- 
drolysate in treating peptic ulcer has been aroused 
since Co Tui’s report in July, 1945. His results in a 
series of 30 patients were so suggestive that addition- 
al study of the merit of this therapeutic technique 
was planned. 

The author reports the results in a series of 15 ulcer 
patients treated with a 6 per cent solution of protein 
hydrolysate administered by gastric drip and veno- 
clysis. 

The protein hydrolysate is a heat-sterilized, stable, 
pyrogen free, enzymatic derivative of beef. It con- 
tains no undigested proteins or proteoses, and a liter 
of the 6 per cent solution is equal to 60 gm. of protein. 

The administration of protein hydrolysate varied 
from patient to patient. No therapy was instituted 
without x-ray proof of the presence of an ulcer. In 11 
cases the protein hydrolysate was administered by 
continuous drip through a Levine tube left in place in 
the stomach for 7 days. Five hundred cubic centi- 
meters of hydrolysate were alternated with 600 c.c. 
of milk and cream, so the patient received 1,500 c.c. 
of hydrolysate (90 gm.) of protein and 1,800 c.c. of 
milk and cream in 24 hours. 

Five patients were given the continuous drip for 7 
days and then given venoclysis of protein hydroly- 
sate (soo c.c. three times a day) for 2 or 3 days. One 
patient with hemorrhage on admission received 10 
days of drip treatment followed by venoclysis. Four 
patients were given hydrolysate by vein alone (1,502 
c.c. daily) supplemented with 3 oz. of milk and cream 
hourly during the day. 

These patients received 143 gm. of protein daily 
by gastric drip, and 126 gm. when the hydrolysate 
was administered by venoclysis, supplemented by 
milk and cream. As this was almost 2 times the daily 
protein requirement, these patients were assumed to 
be in positive nitrogen balance. 

The emphasis was placed upon control of ulcer 
rather than cure. Patients were allowed bathroom 
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privileges; smokers were allowed 6 cigarettes daily. 
Supplementary medications varied. Phenobarbital, 
belladona, and ascorbic acid (200 mgm. daily) were 
routine. Sodium amytal was given for sleep. Liver, 
iron, vitamins given orally and parenterally, and 
transfusions were prescribed for hemorrhaging pa- 
tients. After removal of the tube, bland feedings were 
alternated with milk and cream. 

In this study, 13 patients had duodenal ulcers, 1 
gastric ulcer alone, and 1 combined duodenal and 
gastric ulcers. Nearly all possessed the physical and 
emotional characteristics of the ulcer type. The ages 
averaged 44 years, with 30and 69 being the extremes. 
There were 12 white males, 2 white females, and 1 
colored male in the series. Epigastric distress was the 
outstanding symptom in all cases and was present 
from 4 days to 15 years. Four patients had severe 
hemorrhage and 2 intractable vomiting before treat- 
ment. No patient had had previous surgery. Six 
had been treated unsuccessfully by bed rest and the 
Sippy diet. 

Three complete case histories are given. 

X-ray check up studies were performed immedi- 
ately after treatment with the hydrolysate was com- 
pleted. In 9 cases the ulcer deformity had completely 
disappeared. Five cases showed marked improve- 
ment and 1 of these was completely healed 11 weeks 
later. Only 1 case failed to improve. In general, the 
higher the age of the patient and the longer the length 
of the ulcer history, the more delay in healing. 

The patients with hematemesis had no further 
bleeding after treatment was instituted. The one 
failure was believed to be due to an elevated hista- 
mine level accompanying an allergic state. 

The total serum protein in 11 cases before therapy 
averaged 5.3 gm. per cent. After therapy the aver- 
age was 6.2 gm. per cent. The average weight gain 
of 12 patients was 134 pounds. 

All but 1 of the patients were rendered completely 
free of ulcer symptoms during treatment. This was 
accomplished in from 12 to 96 hours. 

Side reactions in administering 205 liters of pro- 
tein hydrolysate were infrequent. When they were 
observed, vomiting, frontal headaches, facial flush, 
and nausea were usually due to running the effusion 
too fast. 

Follow up studies are not complete, but no case in 
which x-ray evidence of ulcer completely disappeared 
had a recurrence. Only one of the patients is having 
symptoms, and these are mild. It is believed that 
protein hydrolysate is effective in treating the ulcer 
patient, because it neutralizes gastric acid and adds 
to the supply of body protein. Follow up and con- 
trol studies are being undertaken to confirm the long 
range value of this method of peptic ulcer therapy. 

RoBERT R. BIGELOw, M.D. 


Hodges, H. H.: Protein Hydrolysate Therapy for 
Peptic Ulcer; a Report on 26 Cases. Gasiroen- 
terology, 1947, 8: 470. 

Protein hydrolysate apparently has a beneficial 
efiect in the treatment of peptic ulcer as reported by 
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Co Tui, Schenker and Clark, and Vinci. It has been 
used in séveral different ways, but its beneficial ef- 
fect seems to be due to its buffering action and high 
nitrogen intake. The author presents this report as a 
critical evaluation of the effectiveness of oral ad- 
ministration of a protein hydrolysate in the treat- 
ment of chronic peptic ulcer, and makes observations 
pertaining to nutrition and metabolism in human 
subjects whose sole source of dietary nitrogen was 
predigested protein. 

Since February, 1946, 26 patients were selected for 
this study particularly on the basis of the chronicity 
of their ulcers. This group had failed to respond to 
the conventional dietary therapy on an ambulatory 
basis. Twenty-three patients were hospitalized for 
the entire course of treatment and 1 patient was 
treated entirely as an outpatient. Hospitalized pa- 
tients were allowed as much activity as they desired 
throughout the treatment period. 

Twenty were males and 6 females, their ages 
ranging from 18 to 63 years. Eighteen had duodenal, 
4 gastric, and 3 stomal ulcers, and 1 had an esopha- 
geal ulcer. The symptoms had been present from 4 
months to 22 years. Five patients had prolonged 
gastric retention, 2 had vomiting, 3 recent evidence 
of bleeding, and 5 clinical or x-ray evidence of im- 
pending perforation. 

A diagnosis of active ulcer was clearly indicated in 
all cases. In 23 cases this was confirmed by x-ray 
studies and in 1 case by gastroscopy. In all but 3 
cases follow up x-ray studies were carried out after 
treatment for from 14 to 21 days. 

The therapy consisted of frequent administration 
(at least every 2 hours) of an equal mixture of a “pro- 
teolysate and Ronestient” given daily. The aver- 
age patient ingested 750 gm. of this mixture which 
yielded 285 gm. of protein, 2900 calories, and 7.5 gm. 
of sodium chloride. The proteolysate is an enzymatic 
hydrolysate of casein. The dextrimaltose supplies 
only carbohydrate and calories. 

Except in 4 instances no other food material was 
allowed during the treatment period of 14 to 21 days. 
Adequate vitamin supplements were provided rou- 
tinely. 

Complete relief of symptoms was obtained in 23 
patients in an average of 4.4 days. In the remaining 
3 patients the condition failed to respond or became 
worse. The treatment was discontinued after 2, 10, 
and 6 days, respectively. 

In 12 of the 23 patients who became asymptomatic, 
there was no roentgen evidence of ulcer activity after 
the 2 to 3 week treatment period and in 8 there was 
marked improvement but with some residual irrita- 
bility or deformity without a crater. In 3 there was 
no x-ray evidence of improvement. 

A weight gain was usual, the average being 4.5 
pounds. Ten of 11 patients showed a diuresis during 
the last few days of treatment. Most patients 
showed a rise in the blood urea nitrogen levels, but 
the serum protein and hemoglobin changes were in- 
constant. After treatment the degree of gastric 
acidity tended to be reduced. Individual feeding of 
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the mixture completely neutralized free gastric acid 
for an average of 70 minutes. 

One patient suffered a serious gastrointestinal 
hemorrhage on the tenth day of treatment. Two pa- 
tients suffered a mild diarrhea. 

Although the taste of the hydrolysate is unpleas- 
ant, no real difficulty was encountered on that ac- 
count. The mixture did not seem to satisfy the 
normal sensation of hunger. 

Of the 20 patients with x-ray evidence of healing 
or improvement, 5 had recurrence of the ulcer symp- 
toms within 1 to 5 months. One patient was sub- 
jected to resection because of pyloric obstruction. 
Fourteen patients were asymptomatic for from 1 to 8 
months. The 3 with no x-ray evidence of improve- 
ment had prompt return of the ulcer symptoms, and 
they as well as the 3 who failed to respond symptom- 
atically were subjected to operation. 

Evaluation of the results from the hydrolysate 
therapy is difficult and largely a matter of clinical 
impression. Three failures occurred in the 26 pa- 
tients, although in the majority, this treatment was 
more efficacious than a conventional dietary program 
in producing a remission. In several instances (1 
case of esophageal ulcer) the prompt relief of symp- 
toms and x-ray evidence of healing or disappearance 
of retention was dramatic. 

It was the author’s opinion that the frequency of 
relapses in ulcer patients was not diminished by this 
therapy. It is believed that the protein hydrolysate 
may become a useful adjunct to medical manage- 
ment of peptic ulcer, particularly when surgery is 
contraindicated or as a therapeutic test for malig- 
nancy. However, the expense of the present com- 
mercial preparations and the necessafy vitamin sup- 
plements will preclude its routine use in most cases. 

RoBeErtT R. BIGELow, M.D. 


Trinca, A. J.: The Treatment of Acute Perforation 
in Peptic Ulcers. Med. J. Australia, 1947, 1: 385. 


Five hundred and sixty-eight cases of surgically 
treated acute perforations of peptic ulcers are re- 
viewed. Recognized factors influencing the mortality 
in such cases are listed as the age of the patient, the 
duration of the perforation, the general condition of 
the patient, and the presence of intercurrent diseases. 
As the main theme of his article, the author lists a 
fifth factor influencing the mortality, the factor 
which varies with the surgeon, namely, the particular 
form of surgical treatment adopted. It is the con- 
tention of the author that the high mortality rates 
are due largely to incorrect surgical procedures. 

In considering the pathology the author points out 
that the peritoneal cavity is only a potential cavity 
without dead space. When perforation of an ulcer 
occurs the gastric or duodenal contents pour out and 
contaminate the parietal and visceral peritoneum. 
The result is an immediate inflammatory reaction 
which can be divided into three somewhat overlap- 
ping stages. The first, “the hyperemic stage” is 
characterized by dilatation of formerly potential 
capillaries in the subperitoneal zone. Following this 


“‘the exudative stage”’ occurs, in which a reactionary 
exudate forms in the subperitoneal zone. In this 
stage the irritation of the nerve endings produces 
intense pain and muscular rigidity of the boardlike 
abdomen. The third stage is ‘“‘the plastic stage” in 
which fibrin is deposited in varying degrees upon the 
inflamed surfaces. It is pointed out that the thinness 
or the thickness of the exudate has no relation to its 
virulence. 

The past literature is reviewed and quoted to bear 
out the author’s contention that there is a natural 
resistance of the peritoneal cavity and that the exu- 
date in the early stages of perforative peritonitis is 
purposive and protective and an adjunct to the peri- 
toneal resistance. The exudate is antacid and anti- 
bacterial and delays absorption, and in some cases 
localizes the effects of infection. It is pointed out 
that attempts at removal of all the fluid at operation 
will result in increased mechanical irritation and 
possibly further dehydration of the patient. The 
bacterial peritonitis of the subperitoneal zone is in- 
accessible for drainage. 

The literature is further reviewed to bear out the 
author’s contention that for purely mechanical 
reasons the entire peritoneal cavity cannot be satis- 
factorily drained. The author suggests that the old 
dictum, “When in doubt, drain,” should be altered 
to “When in doubt, do not drain.” The evil effects 
of the drainage tube are listed as (1) the production 
of duodenal, gastric, or ileal fistulas, (2) the produc- 
tion of ileus, (3) acute intestinal obstruction, (4) in- 
creased instance of complications, particularly sub- 
phrenic abscess and pneumonia, (5) delayed con- 
valescence, (6) incisional hernia, and (7) late, de- 
layed intestinal obstruction from adhesions. 

In the discussion of treatment the author contends 
that many of the fatalities could have been avoided 
by the adoption of proper preoperative treatment in- 
cluding the administration of fluids and the relief of 
pain. It is pointed out that bacterial peritonitis is a 
comparatively late manifestation and that operation 
can be deferred for periods up to 12 hours, if neces- 
sary, to improve the patient’s condition. The author 
states that he uses and prefers gas anesthesia because 
it produces less anesthetic shock and is less likely to 
produce pulmonary complications. He thinks that 
spinal anesthesia may also be used satisfactorily. 

At operation the author prefers to use a simple, 
effective method of closing the perforation. A tag of 
omentum is isolated, looped with a tie of o or oo 
chromicized catgut, the two free ends of the gut are 
then threaded on curved needles and these are each 
passed into the perforation and back out through the 
gastric or duodenal wall. The suture is tied over the 
peritoneal surface and the plug of omentum is thus 
introduced into the perforation. Extra sutures are 
placed about the margin of the omental tag, affixing 
it to the serosal surface. Enough of the exudate is 
removed to render the perforation visible. Visible 
particles of food are removed. The author is con- 
vinced that the leaving of exudate is not the essential 
cause of residual abscess formation. Two indications 
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for the use of a drainage tube are listed, namely, (1) 
the inability to locate the perforation at operation, 
and (2) the presence of a localized collection of pus 
such as in subphrenic abscess. 

In addition to the afore-mentioned points in treat- 
ment, the author states that patients can be further 
benefited by the preparation of a culture from the 
exudate and the use of appropriate chemothera- 
peutic measures to combat infection if peritonitis is 
well established. Modern methods to maintain fluid 
balance, promote retention of chlorides, and to re- 
lieve intestinal distention should be adopted. 

The statistics presented show that the mortality 
rate in the cases with drainage was more than 3 times 
as great as that in the cases without drainage. Fac- 
tors such as age and duration of the perforation did 
not invalidate the statistics but further strengthened 
the case against drainage. Complications were shown 
to be 3 times as great when drainage was used. The 
average stay in the hospital was half as long again 
with drainage. W. Foster Montcomery, M.D. 


Thompson, Harold Lincoln; and Prout, Harry: 
Surgical Treatment of Peptic Ulcer; Recent 
Experience at Los Angeles General Hospital. 
Arch. Surg., 1947, 54: 390. 


The authors present an exhaustive and detailed 
study of the surgical treatment of peptic ulcer as car- 
ried out during the latter part of the war years at the 
Los Angeles General Hospital. 

It is noteworthy that during this period only 22 
per cent of the patients with peptic ulcer were treated 
surgically. This figure includes cases of acute per- 
foration and indicates that a relatively small propor- 
tion of routine peptic ulcer patients require surgery. 

Roentgenologic examination was an adjunct diag- 
nostic aid of considerable value, although in 8 per 
cent of the cases there was an x-ray diagnostic error. 

The authors note that in 6 simple or uncomplicated 
cases of peptic ulcer, radical gastric resection was 
performed with a mortality of 50 per cent. A more 
careful evaluation of the operative attack and the 
pathologic status of the ulcer is suggested, and this is 
important in a hospital where a large number of 
surgeons are engaged in the treatment of “‘service”’ 
cases. An over-all surgical mortality rate of 19.3 per 
cent is reported. This figure is considered in the light 
of civilian surgery performed at a charity hospital 
during wartime conditions.. Not only was the type of 
patient different during the war, but a serious 
shortage of surgical and nursing services greatly 
aggravated a difficult situation. 

The statistics given are shown by means of graphic 
designs and pictures. | Epwarp F. Lewison, M.D. 


Lagos Garcia, Alberto; and Diaz Bobillo, Manuel 
U.: Complete Volvulus of the Small Intestine 
in the Newborn (Vélvulo total del intestino delgado 
en el recién nacido). Sem. méd., B. Air., 1947, 54: 
341. 


The study of volvulus in the newborn is intimately 
related to the anomalies of the embryological devel- 


opment of the small intestine, as this constitutes the 
predominating factor in intestinal torsion. 

The authors report a case of complete volvulus of 
the entire small intestine occurring in a two day 
old female who persistently vomited an abundant 
amount of bile-stained fluid. Loss of weight and con- 
stipation were present. On physical examination a 
poorly nourished, poorly developed and dehydrated 
baby was seen. The fontanels were sunken; the ab- 
domen was globular in shape, with visible peristaltic 
waves traveling from left to right in the epigastrium. 
A flat plate roentgenogram revealed an excessive 
quantity of gas in the small intestine, while, after the 
ingestion of a barium meal, one could see a dilatation 
of the stomach and first portion of the duodenum, 
with a retention after 48 hours. A barium enema 
showed the ascending colon and cecum located under 
the transverse colon. 

Preoperatively the patient was prepared with 
plasma, saline, and glucose, and a gastric lavage. 
Under ether anesthesia a right paramedian incision 
was made supraumbilically, and the peritoneal cavity 
was entered. A small amount of milk-colored fluid 
escaped, signifying a probable block of the lymphat- 
ics. The cecum and ascending colon was found be- 
neath the transverse colon. Although a complete 
volvulus of the small intestine was found, the color 
was normal. The small bowel was rotated over 360° 
in the opposite direction of its twist, and the abdo 
men was closed. Postoperatively there was no vomit- 
ing, and the patient gained weight. 

Of great importance in the diagnosis of volvulus in 
the newborn is the x-ray findings, which are as fol 
lows: (1) dilatation of the gastric portion, and first 
and second parts of the duodenum, (2) complete or 
partial obstruction at the level of the third part of 
the duodenum, and (3) the duodenum is located en- 
tirely to the right of the midline, which implies an 
anomaly of intestinal rotation. A barium enema is 
likewise important as it may show an abnormal posi- 
tion of the cecum in the epigastrium, or right hypo 
chondrium. 

Conditions to be differentiated, although they 
likewise are surgical, are hypertrophic pyloric steno- 
sis, annular pancreas, stenosis, and congenital atresia 
of the duodenum. Artuur F. Crpeoita, M.D. 


Rosenak, S., and Hollander, F.: Early Postoper- 
ative Motor Response of the Small Intestine to 
Jejunal Feedings. Surg. Clin. N. America, 1947, 
27: 345. 

The purpose of the present study was to evaluate 
the small bowel motility in jejunostomy patients 
during the first 2 days following operation. Intra- 
jejunal alimentation in surgery of the gastrointestinal] 
tract is a major factor in improving the early post- 
operative nutritional status of the patient, and there- 
by influencing the convalescent state and power of 
tissue repair. 

Of importance in the increased use of surgical 
jejunostomy and orojejunal intubation is the recent 
improvement in the type of feeding mixtures em- 
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ployed for this purpose. A newer predigested syn- 
thetic aliment advocated by the authors has elimin- 
ated in great part the diarrhea, cramps, and other 
gastrointestinal disturbances associated with the ad- 
ministration of earlier types of jejunostomy feeding 
mixtures. The authors also stress the important 
point that whenever jejunostomy is performed for 
alimentation, the feedings should be instituted as soon 
after operation as physiological considerations permit. 

It is a physiologic precept that during the first 
few days after abdominal operations, patients suffer 
some impairment in the threefold functions of the 
gastrointestinal tract, namely, secretion, absorption, 
and motility. The authors in a series of long term 
studies are attempting to determine whether or not 
the extent of such physiologic impairment is great 
enough to invalidate the use of intrajejunal feeding 
during the early postoperative period. 

In order to study the motor activity of the gastro- 
intestinal tract, a series of x-rays were taken of pa- 
tients with surgical jejunostomy. It was the objec- 
tive of the study to determine whether the massive 
introduction into the jejunum of 100 c.c. of aliment 
(with barium added) is normally transported at a 
rate sufficient to permit its routine administration. 
All conditions were carefully controlled and x-rays 
were taken at 1, 2, and 3, from 5 to 10, and from 20 
to 24 hours following the injection. Control studies 
were repeated from 3 to 5 weeks after operation. 

In interpreting the results of this study the authors 
indicate that the time normally required for chyme 
to travel through the small bowel is highly variable 
and subject to influence by medication and many 
other factors. However, they conclude that jejunal 
feedings with their predigested synthetic aliment 
may be instituted as early as 24 hours postoperatively, 
provided certain precautions are taken. The absence 
of retrograde movement of the aliment, as shown by 
x-ray visualization, indicates that this feeding pro- 
cedure does not jeopardize the intactness of the 
duodenal stump. 

During the early days following operation the ad- 
ministration of jejunostomy aliment is safe if special 
precautions are taken regarding the volume and rate 
of administration. Epwarp F. Lewrson, M.D. 


Booher, R. J., and Pack, G. T.: Cysts of the Duode- 
num. Arch. Surg., 1946, 53: 588. 


The authors report two types of duodenal cysts, a 
true enterogenous cyst of the duodenum and a cyst 
of Brunner’s glands. This situation is rarely reported 
in the literature. Including the cases in this report 
there have been 13 cases of enterogenous cysts of the 
duodenum described since the initial case of Saenger 
and Klopp in 1880. Of the cases reported, 2 occurred 
in males and 8 in females, and in 2 there were no 
records of sex. The ages of the patients varied from 
newborn to 17 years. 

The incidence of duodenal cysts is low. Robertson 
found 2 instances of cystic dilatation of Brunner’s 
glands in gross examination of 15,000 cases. Acker- 
man reported the incidence of diverticula of the duo- 


denum discovered at autopsy as varying from 3.3 per 


cent of 1,367 cases (Lensmeyer) to 15.5 per cent: 


(Schuppel) and an incidence on roentgenologic ex- 
amination varying from 0.016 per cent of 72,715 cases 
(Rankin and Martin) to 5.19 per cent of 770 cases 
(Cryderman). He found an even higher incidence 
by making plaster molds of the duodenum of cada- 
vers—11 diverticula in 50 consecutive cases or an 
incidence of 22 per cent. Yet he made no mention 
of finding the embryologic counterpart or sequela, 
i.e., an enteric cyst. Pachman, reviewing 36 cases of 
enterocysts, found 28 cases of cysts of the terminal 
ileum or ileocecal area as compared with 8 in the 
duodenum. Ladd and Gross, in 1940, reported 18 
patients with cystic lesions in various parts of the 
intestinal canal but only 1 cyst was in the duode- 
num. 

Robertson, discussing the degeneration and infil- 
tration of Brunner’s glands, states that the outstand- 
ing characteristic of the glands is their comparative 
freedom from influences which ordinarily affect se- 
creting tissues. Occasionally there is stasis of secre- 
tion, with dilated ducts and acini. In some cases this 
is evidently because of obstruction to the ducts; it 
has been observed in the region of invading or 
metastatic tumor nodules and on the margins of 
chronic or healed ulcers. Such a condition may lead 
to cyst formation, in which acini or even an entire 
lobule may be dilated and contain a mass of cell 
detritus mixed with varying amounts of mucin. 
These cysts are lined with low cuboid cells, and the 
cavities are largely free from stainable substances. 

There are several theories of causation of enter- 
ogenous cysts. Lewis and Thyng concluded that 
‘“‘knoblike” diverticula occur regularly in the em- 
bryo and that they usually degenerated and some- 
times formed detached cysts and nodules. It was 
believed that these structures might give rise to 
pathologic diverticula. Orgias concluded that the 
cyst “is a developmental cyst of the duodenum and 
has developed as a diverticulum of the first part of 
the duodenum.” Evans concluded that because these 
cysts reproduce the structure of the bowel, they are 
derived from the gut and are developmental. 
Hughes-Jones proposed the theory of epithelial se- 
questration as a possible origin. The authors make 
the statement that if these “knoblike’’ diverticula, 
or misplaced or displaced enteric anlages, are the 
source of origin for both cysts and diverticula, it is 
surprising that primary diverticula of the duodenum 
are so frequent and cysts so uncommon. 

By definition, the walls of these cysts correspond 
to the structure of the intestinal canal. They present 
well defined muscular coats and glandular linings, 
and, although intracystic pressure may cause atrophy 
and flattening of the glands, the glands of Brunner 
are apparent. 

Enterogenous cysts may occur anywhere in the 
wall of the bowel or in the mesentery and are classi- 
fied as submucosal, intramuscular, subperitoneal, 
and intramesenteric. They have occurred most fre- 
quently in the second portion of the duodenum but 
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have extended up to the pylorus and have arisen be- 
hind the first portion. The size has varied from the 
size of a walnut to that containing 500 c.c. of fluid. 
The average size has been between 6 and 7 cm. in 
diameter. 

All patients with enterogenous cysts have present- 
ed signs and symptoms of duodenal obstruction. Per- 
sistent vomiting or regurgitation has been a predom- 
inant symptom, occurring with pain in 2 cases. In 9 
of 12 cases of enterogenous cysts previously reported, 
a tumor had been palpable. According to Gardner 
and Hart the most important diagnostic signs were 
palpable tumor and signs of duodenal obstruction. 
Ladd and Gross observed that most cysts of the 
duodenum, jejunum, and ileum brought early signs 
of intestinal obstruction, characterized by coliclike 
pain, vomiting, increased peristalsis and, finally, 
signs relating to dehydration. Cysts of Brunner’s 
glands are usually asymptomatic. 

Roentgenologically, the findings vary from none 
to a round central filling defect of the second portion 
of the duodenum, but with nothing characteristic to 
differentiate it from papilloma or polypoid benign 
tumor of the wall. 

Treatment consists in surgical removal. This is 
effected in 1 of 4 ways: (1) duodenal resection with 
the adjacent cyst, (2) enucleation or excision, (3) 
simple evacuation, or (4) marsupialization. In the 
authors’ case the cyst was successfully enucleated. 
This procedure cannot be carried out without diffi- 
culty because of the lack of a good line of cleavage 
and the dangers of perforation of the viscus or leav- 
ing it in an ischemic state. After enucleation, recon- 
struction of the wall and transverse closure of the 
duodenostomy in the longitudinal plane relieved 
these patients. It is the feeling of the authors that 
the fear of jeopardizing the viability of the bowel wall 
may be more theoretic than actual on the basis that 
Miller enucleated 10 cysts of the ileocecal region 
without a death. 

Of the 6 survivors of the 13 collected cases, 2 have 
had resection of the adjacent duodenum, 2 had local 
excision, 1 survivor had gastrojejunostomy after 
drainage of the cyst, and 1 had enterocystostomy 
with successful results. This represents an operative 
mortality of 45.4 per cent and a case mortality of 
53-8 per cent. 

Enucleation of cysts of Brunner’s glands is not 
attended with the difficulties inherent in the manage- 
ment of enterogenous cysts, and simple enucleation 
is sufficient. EpwIn W. PassaRELLi, M.D. 


Blum, L.: Nontumid Ileocolic Intussusception in 
an Adult; Report of a Case with Cecal Ulcer. 
Surg. Clin. N. America, 1947, 27: 355- 


The author presents a case of nontumid intussus- 
ception in a middle aged adult and discusses the fac- 
tors of pathogenesis. A brief survey of the literature 
reveals that between 5 and to per cent of all cases 
of intussusception occur in adults. 

Most cases of intussusception in adults are asso- 
ciated with a bowel tumor, either inflammatory or 


neoplastic. The author points out that there is no 
disagreement as to the mechanism of this process in 
the presence of atumor. The normal pattern of peri- 
staltic activity could be expected to invaginate the 
mass, whether intramural or intraluminal, into the 
segment of bowel immediately below, thus initiating 
the process of intussusception. 

However, when there is no anatomic abnormality 
of that portion of the intestine which forms the apex 
of the intussusception it is not easy to formulate an 
acceptable etiologic theory. Since 97 per cent of all 
cases start near the ileocecal junction, the author 
mentions the following concepts of pathogenesis: 

‘“‘t, That the ileocecal valve normally projects 
through the wall of the cecum so that during the dis- 
charge of intestinal contents it telescopes into the 
lumen of the large gut. When due to some derange- 
ment of intestinal rhythm this may become marked, 
the process may overreach itself and an intussuscep- 
tion of the usual type with the ileocecal valve as the 
apex can be so started, 

“2. That the base of the appendix due to a local 
inflammatory process can similarly be the initial 
point and drag the adjacent ileocecal valve with it as 
the forefront of the intussusceptum, 

“3. That the lymphoid tissue aggregates (Peyer's 
patches), which are of considerable size during the 
first year of life and may persist in an enlarged form, 
serve as intramural tumors and start the process in 
the last inch or two of the ileum, 

“4. That the slope of the mesentery, that is, the 
angle at which the ileum joins with the cecum, may 
tend to precipitate invagination of the small into the 
large bowel, and that the reason for its predominance 
in the male is related to the more obtuse ileocolic 
angle in infants of this sex, 

“‘5. That the mesentery may be unusually long 
and that the peritoneum enclosing the ascending 
colon may be unusually lax, resulting in a mobile 
caput cecum.” 

The author does not mention the concept that 
vigorous peristalsis at the ileocecal juncture is often 
countered by antiperistalsis in the cecum which may 
lead to intussusception. However, he does suggest 
that functional derangements of the intestine can be 
postulated on a neurogenic basis. The ileocecal re- 
gion is believed to be the junction of the vagal and 
sacral portions of the parasympathetic system. The 
writer believes that intussusception might result 
from disturbed peristalsis at the neural juncture. 

The case reported was that of a middle aged male 
who had a nontumid intussusception which was 
treated by a 2 stage operative resection of the termi- 
nal part of the ileum, ascending colon, and part of the 
transverse colon, with recovery. 

Epwarp F. Lewison, M.D. 
Pack, G. T., and Booher, R. J.: Intussuscepting 


Submucous Lipoma of the Right Colon. Surg. 
Clin. N. America, 1947, 27: 361. 


Something will have been accomplished by this 
article if the surgeon’s attention will have been 
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directed to the possibility of the presence of intus- 
suscepting submucous lipoma of the right colon, 
either prior to or during operation, when he is face to 
face with an obscure abdominal case (Stetten). 

In cases of obscure abdominal pain occurring inter- 
mittently for a long time, with intervening episodes 
of complete freedom from pain, and with signs and 
symptoms of transitory obstruction, associated with 
a palpable mass especially in the right half of the 
colon, a tentative diagnosis of intussusception due to 
benign tumor may be in order. 

A total of 153 cases of submucous lipoma, situated 
in the area from and including the ileocecal valve to 
the rectum, has been previously reported. 

Two cases of submucous lipoma of the colon are 
reported, one tumor arising from the ileocecal valve 
and producing chronic obstruction on the basis of 
intermittent reducible intussusception, and the other 
arising in the ascending colon and producing inter- 
mittent, transitory intussusception. 

Joun J. MAtoney, M.D. 


McNealy, R. W., and Lands, V. G.: Primary An- 
astomosis in the Treatment of Carcinoma of 
the Colon. Surgery, 1947, 21: 283. 

Thirty-four consecutive cases of open anastomosis 
of various parts of the large bowel, with but 2 deaths, 
neither directly attributable to surgery, are reported. 
In none was cecostomy used. 

There were 4 carcinomas of the right colon, 3 of 
the transverse colon, 22 of the sigmoid, 2 of the recto- 
sigmoid, and 1 carcinoma of the splenic flexure. 

Details of the preoperative and postoperative man- 
agement of both the obstructive (7) and the non- 
obstructive cases are presented. Close attention is 
given tosuccinylsulfathiazole prophylaxis and to pro- 
tein, hemoglobin, and vitamin levels; “the entire 
problem of primary anastomosis revolves intimately 
about the newer concepts of adequate preoperative 
and postoperative management.” 

The operative procedures, with 1roillustrative draw- 
ings, are discussed, and the use of a minimum of 
sutures, in two layers and well disposed, is urged. 

The author believes that the low mortality, the 
shortened hospital stay, elimination of multiple op- 
erations, and the saving of time, expense, and psychic 
trauma make the primary open anastomosis the rec- 
ommended operation in resectable nonobstructive 
carcinoma of the colon. FRANK B. QuEEN, M.D. 


D’Allaines, F., and Carillo-Maurtua, L.: Colectomy 
with Immediate Anastomosis in the Treat- 
ment of Cancer of the Left Half of the Colon 
(La colectomie avec anastomose immédiate dans le 
traitement du cancer du cdlon gauche). J. chir., 
Par., 1946, 62: 429. 


For the past few years one of the authors, con- 
vinced of the disadvantages inherent in the proce- 
dure of exteriorization, endeavored to perform resec- 
tions with primary anastomosis in the treatment of 
cancer of the left colon. These operations carried out 
in one or two stages are now regarded as entirely 


satisfactory. Safe and comfortable, they deserve to 


be better known. 

In order to decrease the risk of colectomy on the 
left side it became imperative not only to improve 
the technique of anastomosis but also to perform the 
operation in stages, with either exteriorization or 
diversion of the fecal stream before resection was 
attempted. 

With the number of failures steadily increasing, 
any method less dangerous than the colectomy of 
Reybard was considered very safe. The operation of 
exteriorization was readily accepted. Statistics pub- 
lished since 1942, representing 450 resections done by 
13 different surgeons, reveal that the mortality rate 
in these operations averaged 20 per cent. Their 
safety, therefore, is more apparent than real. 

It is the authors’ opinion that the real disadvan- 
tages of exteriorization operations are: (1) the neces- 
sity of several operations, (2) the necessity of estab- 
lishing a temporary colostomy for several months 
(this is not without risk), (3) each operation carries 
a certain mortality rate, and (4) the operations 
require a prolonged hospital stay. The authors agree 
that exteriorization is sometimes the procedure of 
choice, but they believe that it is a dangerous 
operation. 

The writers believe, with Pierre Duval, that co- 
lectomy in one stage means resection of the colon 
and re-establishment of continuity at the same op- 
erative session regardless of whether or not it is pre- 
ceded by diversion of the fecal stream proximal to 
the suture line of anastomosis. The techniques of 
left colectomy in one stage are so numerous that 
classification is difficult. 

Certain techniques of colectomy in one stage do 
not call for diversion of the fecal stream. The anas- 
tomosis may be exteriorized (Seneque), or simply 
returned to its normal place in the abdomen. The 
latter procedure could be called the modified opera- 
tion of Reybard because the anastomosis is often 
side-to-side and is often “aseptic.”” These operations 
require abdominal or lumbar drainage and aspiration 
through the Miller-Abbott tube or through a tube 
inserted through the anus up and above the suture 
line. The procedure of left colectomy in one stage 
without prior diversion of the fecal stream is com- 
monly used in certain countries with excellent re- 
sults. Most of the techniques of left colectomy in one 
stage call for diversion of the fecal stream by means 
of a fistula. 

The safety of the one stage operation is now well 
established. Ina series of 543 colectomies performed 
by 15 different surgeons, the mortality rate was 10 
per cent. However, the operations will not enjoy 
such safety unless the cases are judiciously selected. 

The authors report a series of 13 one stage left 
colectomies for cancer without death or postopera- 
tive complications. There were 3 cases in which 
there was no diversion of the fecal stream. In 7 cases 
diversion of the fecal stream was established at the 
time of resection and anastomosis. In the remaining 
3 cases diversion was instituted prior to the colectomy. 
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Fig. 1. (D’ Allaines and Carillo-Maurtua). The contem- 
porary diversion. a, Diversion by cecostomy is sufficient 
when the colon is not distended. b, Proximal diversion just 
above the anastomosis. The proximal end of the bowel is 
closed on a De Pezzer catheter. It must be employed when 
the colon is distended at the time of operation. 


Left colectomy in one stage with contemporary 
diversion was suggested by one of the authors in 
1943. It consists of segmental resection of the left 
colon followed by a side-to-side anastomosis which 
is protected by a contemporary diversion performed 
proximal to the line of anastomosis. The retroperi- 
toneal spaces are dusted with sulfonamide drugs and 
may or may not be drained through a contralateral 
lumbar incision. 

The authors believe that the technique of Wan- 
gensteen should be used only in favorable cases and, 
even then, diversion of the fecal stream is advisable 
because the latter procedure carries only a few dis- 
advantages and adds to the safety of the operation. 
Contemporary diversion of the fecal stream prevents 
tension on the suture line. The fistula can be easily 
closed as soon as feces have gone through the anas- 
tomosis, unless such closure occurs spontaneously, 
which frequently occurs. 

For the establishment of such diversion, the au- 
thors at first used the colonic segment just proximal 
to the anastomosis. This provided excellent diver- 
sion and prevented distention of the suture line. 
However, in later cases the simple cecostomy has 
been preferred because of parietal complications ob- 
served in a patient who had an inflammatory growth 
of the colon. At the present time diversion just 
proximal to the anastomosis is used only if the af- 
ferent colon seems distended at the time of the 
operation. 

In spite of the protection assured by diversion of 
the fecal stream, it is imperative that the anasto- 
mosis meets all the requirements of strength, perme- 
ability, and elasticity. The side-to-side anastomosis 
is the procedure of choice when it is from 10 to 12 
cm. in length and performed with interrupted su- 
tures. Thus, it will never be exposed to the dangers 
of obstruction due to edema. The main advantages 
of this anastomosis is the length of the stoma and the 
assurance of an adequate blood supply. However, it 
is not without disadvantages]as it requires a great 
deal of tissue. Such a problem, however, can be 





Fig. 2. The long side-to-side anastomosis with interrupt- 
ed sutures. The seroserous row has been completed; the 
total posterior row of sutures has been started. This figure 
also shows the diversion just proximal to the anastomosis; 
below, the incision in the abdominal wall. It is important 
to identify and safeguard the left meter. 


solved relatively easily if one is careful in mobilizing 
the colon. The anastomosis is performed with 2 rows 
of sutures placed in such a manner that the knots can 
be tied inside of the lumen of the bowel. The so- 
called closed or aseptic techniques constitute a great 
step forward in the technique of bowel anastomosis. 

Once completed, the anastomosis may be exte- 
riorized, extraperitonealized, fixed to the peritoneum, 
drained, or simply returned to its normal place in the 
abdomen and the abdomen closed without drainage. 






U J 


The operation in two stages, second method. 
The Gaiehen line is the first stage and the dotted line is 
the second stage. 
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The authors believe that if the cases are properly 
selected and the anastomosis is adequately per- 
formed, any procedure devised to protect the peri- 
toneum presents more disadvantages than advan- 
tages. Such preventive measures are indicated only 
if the strength of the anastomosis is questionable. 

Drainage of the retroperitoneal spaces is a matter 
of controversy. The authors use drains in obese pa- 
tients in which mobilization of the colon is tedious 
and difficult, or when it is impossible to secure good 
hemostasis. In the average case, the instillation of 
sulfonamide drugs is sufficient. 

In a thin subject with a thin mesocolon, resection 
of the colon is done before resection of the mesocolon. 
The vessels of the mesocolon are divided separately 
between small clamps of the Leriche type. Unfor- 
tunately, such a maneuver is very difficult in obese 
patients with a thick mesocolon in which the vessels 
are not apparent. In these instances, the authors 
proceed in the following manner: first, section of the 
proximal colon, then section of the mesocolon, and, 
last, section of the distal colon. The resected segment 
takes the shape of an isosceles triangle, the base of 
which, at the colon, must measure at least 7 cm. on 
each side of the growth. 

Section of the colon is accomplished with the elec- 
tric knife after the bowel has been crushed. For the 
latter procedure the clamp of Goetze is preferred to 
the De Martel crusher which is not always as easy 
to put into place. The distal end of the bowel is al- 
ways closed with 3 rows of size oo. chromic catgut; 
the proximal end is treated in a different manner 
depending on whether or not diversion is necessary. 
If diversion is decided upon, the end of the bowel is 
closed on a De Pezzer catheter and fixed to the peri- 
toneum. If cecostomy is to be performed, the prox- 
imal end is then closed in the same manner as the 
distal end. 

After completion of the posterior seroserous row, 
the bowel is opened for ro or 12 cm. The lumen of 
the bowel is thoroughly cleaned with pads saturated 
with ether, as suggested by Lecene. For the inser- 
tion of the total row of sutures the authors advocate 
the use of linen inserted with Bergeret’s needle. The 
sutures are placed close together and inserted in such 
a fashion as to have the knot inside of the lumen. 
rhe anastomosis is completed by suturing the an- 
terior seroserous row again with fine linen. The 
anastomosis is dropped into the abdomen. The rent 
in the mesocolon is obliterated and a sulfonamide 
drug is dusted into the retroperitoneal spaces. 

The wall is usually closed without peritoneal 
drainage. Before the skin is closed a few grams of 
sulfonamide are deposited on the line of sutures in 
the fascia. 

The cecum is “‘fistulized’”’ and a De Pezzer catheter 
is buried in the wall of the cecum according to Fon- 
tan’s technique. The cecum is then fixed to the 


parietal peritoneum. In certain cases the cecostomy 
must precede the colectomy. 

Due to the extent of the cancer or the poor con- 
dition of the patient, the ideal resection is often 
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contraindicated. To overcome the disadvantages of 
an exteriorization operation, a two stage procedure 
preceded by anastomosis has been suggested by one 
of the authors. There are two methods. The first 
consists of a colocolic anastomosis, followed by re- 
section of the segment of bowel bearing the growth 
as the second operation. Unfortunately, the second 
stage is very laborious because of the great number 
of adhesions around the anastomosis, the growth, 
and the mesocolon.., 

In the first stage of the second method, the trans- 
verse colon is resected and a side-to-side transverse 
sigmoidostomy is performed distal to the growth. 
The second stage is easy as arrule. It consists of re- 
section of the left end of the transverse colon and the 
growth, with the corresponding mesocolon. 

The authors have learned by experience that these 
two operations have different indications. The sec- 
ond method is feasible only when there is no obstruc- 
tion. On the other hand, the first method is espe- 
cially indicated in cases of partial obstruction; how- 
ever, its value today is being questioned by the 
authors since a simple cecostomy followed by a one 
or two stage colectomy may be a better procedure. 

The two stage left colectomy without exterioriza- 
tion has been performed 6 times by the authors for 
the treatment of cancer. Both methods were used in 
3 cases and no deaths occurred. 

In the 2 stage operation without exteriorization, 
the same technique and surgical principles with re- 
spect to the anastomosis are followed in the first 
stage as in the one stage procedure. 

The anastomosis must be to or 12 cm. in length 
and two rows of interrupted sutures are necessary. 
The rent in the mesocolon is obliterated and the ab- 
dominal wall is closed without drainage. 

Resection of the cancerous segment is done in the 
second stage. A period of from 2 to 3 weeks is al- 
lowed to elapse between the two stages. A trans- 
verse or a left oblique lateral incision is made ac- 
cording to the location of the tumor, in the splenic 
flexure or the descending colon. 

After complete mobilization of the growth, the 
colon is resected between the asastomosis and the 
tumor, the corresponding mesocolon being removed. 
The end of the colon is then closed, a sulfonamide is 
dusted in the retroperitoneal spaces, and the abdom- 
inal wall is closed without drainage. 

For the same operation, the superiority of the 
modern statistics is explained mostly by the progress 
made in the preoperative and postoperative treat- 
ment. The use of penicillin and succinylsulfathia- 
zole associated with a high protein intake is of great 
value. The authors state that they have as yet been 
unable to use several of the wonderful drugs so 
popular in the Anglo-Saxon countries. 

The authors advocate the following preoperative 
measures. Ascorbic acid in daily dosage of from 300 
to 500 mgm., and from 5 to 20 mgm. of vitamin B 
are prescribed daily until complete wound healing 
has taken place. Whole blood, plasma, and intra- 
venous solutions are of great value to correct de- 
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ficiencies. No amino acid preparations are available 
as yet in France. A laxative is administered daily 
preoperatively for from 5 to 8 days in order to keep 
the bowels empty. 

The postoperative treatment is somewhat similar 
to that used for any major operation in the abdomen. 

In the last part of their article, the authors discuss 
the indications for the various operations employed 
in the radical treatment of cancer of the left colon, 
except rectosigmoid cancer. 

Colectomy in one stage with contemporary diver- 
sion is contemplated only if the patient is in good 
condition with no co-existing pathology and is under 
70 years of age. For old and weak patients with co- 
existing lesions such a procedure is contraindicated. 

The results of the preoperative treatment are of 
great importance in selecting the type of operation. 
Some patients first thought to be unsuitable for 
colectomy in one stage meet the operative require- 
ments at the completion of the preoperative treat- 
ment. 

The general condition of the patients may justify 
such an operation, but certain problems must be 
considered and solved by the physical examination, 
the x-ray studies, and the operative findings. The 
location of the growth is irrelevant but a palpable 
tumor must be considered with caution. Laparotomy 
in these cases will show the invasion and mobility of 
the tumor. The operation is contraindicated in the 
presence of subocclusive phenomena. Infection also 
represents a definite contraindication for colectomy 
in one stage. The patient must remain afebrile and 
have a white blood count which is within the nor- 
mal limits. 

As arule, the finding of metastasis contraindicates 
radical surgery because the hope of curing the pa- 
tient is fallacious. 

When the growth is resectable and when a single 
and small metastasis is found, a one stage colectomy 
should be preferred to a two stage operation, should 
one decide to operate, because the disadvantages of 
an operation in stages should not be imposed on a 
patient whose life expectancy is limited. 

As to the indications of the operation in two 
stages without exteriorization, any patient who 
carries a resectable cancer of the left colon should be 
given the benefit of a two stage operation if he is 
more than 70 years of age or if he is in poor general 
condition. However, such an operation is sometimes 
necessary on a relatively young patient in good gen- 
eral condition because of fixity of the growth, in- 
fection, or the presence of bowel obstruction. 

The operation in two stages (second method) is 
reserved for the nonobstructed patient. 

The existence of obstruction demands an emer- 
gency cecostomy. Later on a one or two stage 
colectomy is performed. 

The operations with exteriorization have very 
limited indications, according to the authors. They 
should be reserved for cases with growths fixed to 
neighboring structures or those in which operability 
is questionable. Gerarp Gacnon, M.D. 


Wright, L. T., Freeman, W. A., and Bolden, J. V.: 
Lymphogranulomatous Strictures of the Rec- 
tum. A Résumé of 476 Cases. Arch. Surg., 
1946, 53: 4990. 

The authors have studied a series of 476 consecu- 
tive cases of fibrous inflammatory stricture of the 
rectum due to lymphogranuloma venereum at the 
Harlem Hospital, New York, New York, during the 
15 year period from 1930 to 1945. 

The causative agent of the disease is a filtrable 
virus, which can be cultivated on chick embryo 
mediums. Rodanische, by experiments with cross 
immunizations, indicated that there were 7 strains of 
the virus and, subsequently, Palmer, Kirsner, and 
Rodanische identified 5 strains in material studied 
by them. In the series studied‘ here, 437 patients 
were women; 453 were Negroes. The highest inci- 
dence occurred in patients between 30 and 4o years 
of age. 

The primary infection, as noted by Frei, David 
and Grace, may take place in men by pederasty, and 
in women by infection of the vagina or cervix, the 
lymphatic vessels of which drain directly into the 
perirectal or pelvic glands. 

Gerota found that the anogenitoinguinal lymphat- 
ic system communicates with the rectum by mul- 
tiple anastomoses, and that in the lateral wall of the 
rectum, in all the tunica muscularis between the 
latter and the fascia rectipropria, immediately above 
the insertion of the levator ani, there are 6 to 8 lymph 
glands which receive lymph from the lower portion of 
the rectum. These glands are now called the glands 
of Gerota. 

Barthels and Biberstein have produced data to 
show that the superficial lymphatic network of the 
vulva goes to the superficial inguinal glands and that 
the abundant network of the clitoris passes to the 
deep inguinal nodes and a few of these directly to the 
external iliac and hypogastric nodes. The posterior 
part of the vulva has also direct lymph pathways to 
the anal network of glands, which drain partly into 
the inguinal glands, partly into the anorectal glands 
and partly, omitting these glands, directly into the 
sacral lymph glands. The lymph vessels of the lower 
third of the vagina, like those of the middle and 
upper portions, pass mainly to the iliac and hypo- 
gastric glands, while some pass directly to the anorec- 
tal glands. The lymph vessels of the uterus go direct- 
ly to the preaortic and sacral glands. Lymph glands 
which leave the rectal wall above the insertion of the 
peritoneum flow to the mesorectal lymph glands and 
the glands of Gerota. Many lymph vessels lead 
posteriorly through the fascia of the rectum to the 
rectal wall, to the glands of Gerota, or to the superior 
hemorrhoidal vessel. Bartels and Biberstein have 
also pointed out that the virus of lymphogranuloma 
venereum is able to produce a proliferative stimulus 
in the surrounding tissues. There are few anasto- 
moses between the right and left sides and between 
the superficial and deep lymphatic vessels. It has 
been noted that chronic lymphostasis leads to a dis- 
turbance of nutrition in the affected regions. Bloom 
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concluded that obstruction of the lymph pathways 
leading to the inguinal gland causes a diversion of the 
lymph stream toward the rectum, and thus the infec- 
tion is shunted to Gerota’s glands. 

Schreiner-Beinert pointed out that in women there 
is a connection between the vaginal plexus and the 
hemorrhoidal plexus through the pudendal veins, so 
that infectious material usually passes from the vulva 
to the rectum. 

Most authors are of the opinion that a determining 
factor in the production of rectal strictures is a re- 
sultant disturbance in the lymphatic flow produced 
by the infection. 

It is the authors’ opinion that lymphostasis plays 
an important role in the pathogenesis of rectal 
strictures in three ways: (1) blockage of the lymph 
glands and interference with adequate drainage, (2) 
involvement of the lymph channels themselves, due 
to the action of the virus, and (3) a specific scar 
tissue producing action of the virus. Sufficient evi- 
dence has not yet been produced to show why, in 
some instances, the condition is progressive to the 
point where it threatens life itself; in other instances, 
why it progresses to the point where it becomes a 
serious clinical problem of importance but ceases to 
progress beyond this point and, finally, why in some 
instances it is a relatively benign chronic disease. 
The authors believe that these features can be ex- 
plained, in the light of present knowledge, only on 
the basis of the action of different strains of the virus 
and the reaction of the particular host. The complex 
reactions involved between different strains of the 
virus and the immunity reactions of the host are facts 
still to be elucidated. 

The stricture is usually cylindrical in shape. Its 
length varies from 1 to 5 cm. Usually it is located 2 
to 4 cm. above the anus but it has been found at 8 
and 12cm. Ordinarily it appears as a sort of funnel 
with a variable sized opening at the apex of the fun- 
nel. On proctoscopic examination, ulceration may 
be noticed on the surface of the stricture. At the 
point of stricture the rectal wall is usually grayish in 
appearance, and rigid if the stricture is well ad- 
vanced, while in the early stages it exhibits reddened 
granulomatous patches and often congestion and 
edema. Fissures and condylomas around the anus 
are common. Perianal fistulas are not unusual. 
Microscopically, the muscularis undergoes degenera- 
tion and becomes replaced by scar tissue, a subacute 
inflammatory process, which spreads between the 
normal elements of the tissue, following the vascular 
and lymphatic systems, compressing and destroying 
them. Masses of purulent exudate are present, with 
polynuclear leucocytes, debris or epithelial cells, red 
cells, and clusters of bacteria. The submucosa is 
destroyed, and in it one finds round cell infiltration. 
Deeper there are areas of round cell infiltration, 
groups of polynuclear leucocytes, eosinophils, mast 
cells, and many plasma cells. Nodular masses, which 
are often palpable, are composed chiefly of round 
cells and have a center which often softens and takes 
on all the appearance of tuberculosis. Palisade for- 


mation is not unusual, and this feature is used as a 


basis for diagnosis. In short, the appearance is that of ° 


a chronic granuloma of the rectum. 

The pathologic changes of the disease, aside from 
the gross evidence of stricture in the rectum, consist 
in the early stages of a reddened friable mucosa 
which bleeds easily on touch or proctoscopic exam- 
ination and is due to thickening and ulceration. The 
thickening involves all layers of the rectal wall mu- 
cosa, submucosa, and tunica. Often the three layers 
are fused into a hard and thickened, dense mass, in 
which the normal histology of the rectum is lost. The 
scar tissue extends deeply into the adjacent perirectal 
tissues, and if fistulous formation is present the scar 
tissue extends along the tract, or tracts, to the ex- 
ternal surface of the body. The usual site of the 
fistulas is below the stricture, although it has been 
demonstrated that they may occur above it. Proxi- 
mal to the stricture there is ulceration and dilatation 
of the rectum or sigmoid in proportion to the degree 
of stenosis, with superimposed, mixed secondary in- 
fection. The obstruction to the fecal outflow plus the 
secondary infection is the cause of many of the sec- 
ondary symptoms presented by the patients, as low 
grade fever, constipation, anemia, weakness, de- 
hydration, and malnutrition. 

The diagnosis in cases of pure uncomplicated 
strictures of the rectum is made by the examining 
finger. External manifestations of the disease, as 
elephantiasis of the vulva, anal tags, fistulas, cocks- 
comb tumors, or papillomatous tumors around the 
anus which are obviously of a benign nature, demand 
in all cases a rectal examination. In most cases ex- 
amination shows the rectal wall to be thickened and 
narrowed. The lumen may admit the tip of the index 
finger or there may be almost complete occlusion, 
which will barely permit the passage of a ureteral 
catheter. The diagnosis may be confirmed by proc- 
toscopic examination if an anal stricture does not 
preclude the use of the instrument. The Frei test 
was used in this series of patients and was positive in 
77.1 per cent. Although it is an important adjunct in 
the diagnosis of the disease it is not absolutely specif- 
ic, and negative reactions occur in a sufficient num- 
ber of cases so that absolute reliance cannot be 
placed in the test. Some negative reactions are due 
to faulty technique because positive reactions have 
been obtained on retesting. The Frei test should be 
done in all cases of suspected strictures and, when 
positive, is a most important confirmatory diagnostic 
aid. If negative, it is important to repeat the test 
with potent antigen and scrupulously careful tech- 
nique. The cultivation of the virus from the rectal 
mucosa obtained from the site of the stricture makes 
the diagnosis absolute. Hyperproteinemia with a 
definite increase in the serum globulins in excess of 
3.5 per cent is a suggestive diagnostic sign of lympho- 
granuloma venereum. The reversal of the albumin- 
globulin ratio in early and late cases, which persists 
as long as active infection remains, has been stressed. 
The sedimentation rate has not been of diagnostic 
help. 
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Biopsy should be used in two ways: (1) to rule out 
the presence of a coexisting carcinoma which occurs 
as a superimposed factor in a significant number of 
patients, and (2) to isolate the virus when laboratory 
facilities make this possible. Except for the finding 
of a low grade anemia and an increased sedimenta- 
tion rate in those with secondary infection, the other 
laboratory findings are, in general, normal. Roent- 
genological examination by barium enema will dem- 
onstrate the stricture as to location and length. A 
disadvantage of this technique is that the barium 
may become inspissated and aggravate the clinical 
condition. To obviate this, a balloon filled with sodi- 
um iodide has been passed through low strictures, and 
the films taken. 

The signs and symptoms obviously vary according 
to the location and degree of the stricture. 

The differential diagnosis of lymphogranuloma 
venereum considers intestinal tuberculosis, ulcera- 
tive colitis, carcinoma of the rectum, diverticulitis, 
chemical strictures and, rarely in this country, 
strictures due to parasites or amebic ulcers. 

As to the prognosis of the disease, rectal strictures 
are the most serious clinical condition that results. 
Many persons in whom strictures of the rectum 
develop live to an extremely old age. In other in- 
stances, the stenosis not only causes disability and 
prolonged morbidity but is the real cause of death. 
The disease is progressive at times, oftener it is ap- 
parently static, and in the present light of our knowl- 
edge it is impossible for anyone to separate with 
accuracy the conditions that will progress and those 
that will not. Tuberculosis develops as a death pro- 
ducing factor in many cases; pneumonia is a serious 
factor in other instances. Acute and chronic intesti- 
nal obstruction develops not infrequently. Rectal 
strictures are a common cause of death, but often the 
death producing factor is not considered to be the 
stricture because of other complications. 

Treatment consists in the use of drugs, biologic 
methods, and surgery. 

Of the drugs used, none have been impressive in 
their results. However, the use of the sulfonamide 
drugs in the prestricture stage of the disease may in 
some instances prevent further progress of the condi- 
tion and in this way stop the formation of strictures, 
but this evidence is not conclusive. Sulfathiazole, 
sulfanilyl sulfanilate, succinylsulfathiazole, and 
phthalylsulfathiazole will clear up much of the super- 
imposed secondary infection and thus improve the 
condition of the patient. 

Biologic methods consist in the use of antigens, 
estrogens, irradiation, diathermy, and solid carbon 
dioxide. 

Frei antigen is still recommended by some clini- 
cians. In this series it has proved valueless, having 
been used in over 200 cases without effect. 

Estrogens have been used on the basis that preg- 
nancy seemed to help rectal strictures by causing a 
softening of the genital, pelvic, and perineal tissues 
during childbirth. This has been refuted by observa- 
tion of other series of patients. 


Irradiation is mentioned because patients have 
been seen who have received radium therapy. From 
the results observed there was no lessening of the 
progress of the condition. 

There are many reports of the successful use of 
diathermy in this disease. It has been used in the 
present series of patients with totally unsatisfactory 
results. 

Solid carbon dioxide was used for a long time and 
discarded because it served no useful purpose. 

Some conditions do not progress rapidly and are 
not serious, while others progress rapidly in spite of 
all forms of therapy except early excision. Colostomy 
helps many patients by (1) lessening secondary infec- 
tion, and (2) overcoming the toxic effects of chronic 
obstruction of the bowel. Surgical treatment alone is 
of value once a fibrous stricture of any considerable 
extent has developed. Warthen’s obliteration of the 
cul-de-sac operation offers the possibility of lessening 
the complications that are inherent in colostomies, 
namely, anterior grade and retrograde herniation. It 
cannot prevent stenosis of the colostomy opening 
which occurs in many instances. Pauchet’s excision 
operation, or a modification thereof, at this time 
offers the best method of cure for strictures low in the 
rectum. This does not exclude the sacroperineal ex- 
cision operation of Hartmann. These operations are 
of such magnitude that they should be performed 
only by experienced surgeons. When the disease in- 
volves the entire rectum and the rectosigmoid area, 
abdominoperineal extirpation is indicated if the pa- 
tient’s clinical condition does not improve after 
colostomy. In the rare cases in which the descending 
colon is involved, a permanent artificial anus in the 
transverse colon should be made. 

Much further study is needed to complete our 
knowledge and understanding of this subject. 

EpwIn W. PassaRELL!, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Pignatelli, G.: Research on Fibrinogen in Surgical 
Affections of the Biliary Tract (La ricerca del 
fibrinogeno nelle affezioni chirurgiche delle vie 
biliari). Gior. ital. chir., 1947, 3: 13. 

A study was made of 18 patients with affections of 
the biliary system in which the blood fibrinogen and 
the glycemic curve as a control were used as an index 
of liver function. 

Fasting blood was taken the day before surgery 
and repeated 15 days and 2 to 3 months later for the 
determination of the glycemic curve and the blood 
fibrinogen. The method of Hagedorn and Jensen 
was adopted for determination of the glycemic curve, 
while the technique originated by Whipple and Foster 
was used for the blood fibrinogen. 

The author’s observations were as follows: (1) 
chronic cholecystitis of long duration presented a 
noted diminution of fibrinogen accompanied by an 
alteration of the glycemic curve, indicating a lesion 
of liver parenchyma as a result of the chronic inflam- 
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matory process; however, 15 days postoperatively 
the blood fibrinogen and the glycemic curve returned 
to normal; (2) in one case of jaundice resulting from 
a tumor of the head of the pancreas, the fibrinogen 
was diminished to nearly half the normal parallel 
with a great alteration in the glycemic curve; (3) in 2 
instances of postoperative biliary fistula the fibrino- 
gen was diminished, but returned to normal after 
closure of the fistula; (4) in cholelithiasis without 
jaundice, there was no appreciable alteration in the 
blood fibrinogen or the glycemic curve. 

The author’s studies show that fibrinogen repre- 
sents a good index of liver function in those cases with 
an inflammatory process of long duration, and a re- 
turn to normal of the blood fibrinogen and the 
glycemic curve after the beneficial effect of surgical 
intervention. However, in cases of fatty degenera- 
tion of the liver parenchyma, a normal or increased 
value of blood fibrinogen may be found. 

ARTHUR F. Crpoiia, M.D. 


Cattell, R. B.: Strictures of the Biliary Ducts. J. 
Am. M. ASS., 1947, 134: 235. 

The operative intervention to restore normal bile 
flow into the intestinal tract in benign strictures of 
the biliary ducts presents many technical problems 
which tax the ingenuity of the surgeon. 

A short review of the literature on this subject is 
presented. 

The incidence of benign stricture is difficult to 
determine accurately. At the Lahey clinic, in Bos- 
ton, only 1 stricture in 5,000 operations on the gall 
bladder was encountered. The ratio was 1 to 50 
when compared with gall bladder operations during 
a 4 year period. The ratio of benign stricture to ob- 
struction of the biliary ducts due to cancer is 1 to 
2.5. 

A series of 123 patients with benign stricture of the 
biliary ducts, operated on at the Lahey Clinic prior 
to January 1, 1945, was used as the basis of this 
report. Eighty per cent of the patients were women; 
the youngest was 21, the oldest 72 years, and 30 per 
cent were less than 4o years of age. 

Strictures were due to operative injury in 99 cases 
(80%). The author believes that these certainly 
should be preventable. They may occur as the result 
of poor anesthesia, uncontrolled hemorrhage from the 
cystic artery, inadequate exposure and light, failure 
to recognize the anatomic variations of entrance of 
the cystic duct into the common duct, or distorted 
anatomy due toa badly inflammed or contracted gall 
bladder. In order to avoid these accidents the 
surgeon should completely demonstrate all anatomy 
before attempting the division of any structures. 
Although cholecystectomy is the operation of choice 
for a patient with gall stones, cholecystostomy is 
indicated if the surgeon believes that satisfactory 
dissection is impossible because of the risk of injury 
to the duct. 

Hemorrhage from the cystic artery during opera- 
tion, with blind attempts at control, frequently re- 
sults in injury to the common hepatic duct. This 


can be avoided by pressure on the hepatic artery, 


compressing it between a finger, in the foramen of - 


Winslow, and the thumb anteriorly on the gastro- 
hepatic omentum until the cystic artery stump can 
be secured. 

Explorations of the common bile ducts during 
operations on the gall bladder have not contributed 
to stricture formation. 

The site of stricture was the common bile duct, or 
both hepatic ducts in 49 patients. The lower end of 
the common duct was injured in a localized area in 
32 patients. Large portions of the extrahepatic 
ducts were found to be excised in 18 cases. Injuries 
at the site of cystic duct entrance were due to inter- 
ference with the lumen of the duct because of too 
close ligature of the cystic duct, or removal of a 
portion of the duct at this point. 

In 11 patients, long-standing inflammation of the 
ducts resulted in stricture. Earlier operative inter- 
ference in these long-standing cases of biliary disease 
might have prevented strictures. Fibrosis and nar- 
rowing of the ampulla of Vater was the cause of 
stricture in 9 patients—a cause which is frequently 
overlooked unless it is determined by the passage of 
graduated probes or transduodenal exploration. Ad- 
hesions and external trauma were infrequent causes 
of strictures. 

The time for effecting a repair is very important. 
Repair of operative injuries is best accomplished at 
the time of the original operation. If the injury is 
discovered during the postoperative period, it is 
better to wait until the inflammation and edema 
subside, when structures are pliable. Many failures 
are the result of too early interference. If there is an 
external biliary fistula, operation should be delayed 
at least 3 months. If obstructive jaundice persists, 
operation should be carried out in from 4 to 6 weeks. 
Every attempt at repair, if unsuccessful, makes 
later procedures more hazardous. 

In the presence of an external biliary fistula, a 
short period of preoperative preparation is necessary. 
In severe obstructive jaundice, 2 or 3 weeks’ prep- 
aration may be necessary to get the patient in the 
best operative condition. A high caloric, high pro- 
tein, low fat diet, augmented by vitamins B, C, and 
K, is recommended. Intravenous dextrose, amino 
acid mixtures, and blood transfusions are given pre- 
operatively if indicated. 

The author prefers fractional spinal anesthesia and 
uses tetracaine hydrochloride weighted with dex- 
trose. If general anesthesia is required, intratracheal 
cyclopropane is preferred. 

A total of 344 operative procedures on 123 pa- 
tients were carried out, 180 of the operations having 
been done prior to the patients’ admission to the 
Lahey Clinic. The serious nature of duct strictures 
is shown by the extent and number of surgical pro- 
cedures, the severe hepatic damage, and the long 
period of disability, with economic loss. 

All operative repairs consisted of (1) plastic pro- 
cedures with end-to-end suture for restoration of 
continuity and preservation of the sphincter of Oddi, 
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or (2) suturing of the proximal portion of the duct to 
some portion of the gastrointestinal tract (stomach, 
duodenum, or jejunum). 

The principles of treatment for a successful repair 
are given in detail. Whenever possible, the author 
employs a procedure which preserves the sphincteric 
action at the ampulla. The difficulties involved in 
locating the lower end of the duct can be overcome; 
with increasing experience, adequate portions of the 
distal duct can be obtained; the duodenum is mo- 
bilized, drawn forward, and turned to the left. The 
anterior division of the superior duodenal artery can 
be sectioned and the pancreas split so that the intra- 
pancreatic portion of the common duct may be 
identified and dissected free for 2.5 to 5 cm.; the 
mobility of this portion of duct enables its approx- 
imation to a short proximal stump without tension. 

The author divides his series in two groups which 
differ chiefly in that there is a great increase in end- 
to-end sutures in the latter group. The transplanta- 
tion of fistulas has been discontinued. In the author’s 
last 38 cases (not included in this series), anasto- 
mosis of the duct to the gastrointestinal tract was 
not done except in rare cases. 

The type of material over which the anastomosis 
is made is unimportant since all will pass. Rubber 
T tubes, vitallium, or bouncing clay tubes have been 
used successfully. The tubes should have as large 
a lumen as possible to avoid plugging. When a T 
tube is used it is left in place from 6 to 12 months. 

Anastomosis of the duct to the gastrointestinal 
tract was carried out in 28 cases. Hepaticojejunos- 
tomy is the procedure of choice. The author uses a 
long loop of jejunum antecolic with an enteroen- 
terostomy, or the Y-loop or Roux principle. 

Postoperative care is similar to that following any 
serious abdominal operation. Vitamin K is given 
parenterally for 1 week. Blood transfusions and in- 
fusions of dextrose and amino acids are given when 
indicated. The drainage of bile from the wound usu- 
ally ends in 2 weeks. A cholegogue is used for sev- 
eral months if a tube is left in the duct system. If 
a T tube is used, it is irrigated with saline twice 
daily after the first week. 

In the first group of 80 patients there were 14 
deaths, and in the second group of 43 cases there 
were 3 deaths. The reduced mortality is attributed 
to improved pre- and postoperative care, the use of 
vitamin K, and increasing operative experience. 

The longer the cases are followed, the greater the 
recurrence of symptoms. A follow-up of 21 patients 
with anastomosis of the duct to the gastrointes- 
tinal tract showed completely satisfactory results in 
12 patients; 4 were improved; 9 were unimproved; 
and of these 8 were reoperated upon. There were 
4 deaths in this group. 

Of the 30 patients with repair by vitallium tube, 
in 7 the duct was anastomosed to the intestine and 
in 23 the duct was reunited over the tube. Satis- 
factory results were obtained in 25 cases. There were 
3 deaths; it was necessary to remove the tube in 2 
cases, and the tube was passed in 2 cases. 
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The most satisfactory results followed end-to-end 
repair of the duct, or plastic repair of the duct overa 
T tube. Recurrence of stricture may take place at 
any time and require reoperation. 

RoBertT R. BIGELOw, M.D. 


Stajano, C.: Congenital Dilatation of the Hepatic 
Duct and Main Duct (Megacholedochus) (Di- 
lataci6n congénita del hepato-colédoco-megacolédo- 
co). Bol. Soc. cir. Uruguay, 1946, 17: 261. 


Stajano reports a very interesting case of con- 
genital dilatation of the main duct. The patient was 
a 25 year old pregnant woman who had mild gastro- 
intestinal and urticarial symptoms during the first 
months of pregnancy, but in the ninth month she 
had frequent vomiting and pain in the dorsal column. 
She delivered a normal child. Thirteen days after 
delivery she had marked distention in the right upper 
quadrant of the abdomen. On palpation a cystlike 
mass of the size of the head of a fetus was felt which 
was thought to be a hydatid cyst of the liver. An 
eosinophilia of 5 per cent was found and the Cassoin 
test was slightly positive. 

The patient was followed up in the hospital for 
nearly 6 weeks, during which time the mass increased 
in size and in tenderness. The pain radiated to the 
epigastrium and the posterior base of the thorax. At 





Fig. 1. (Stajano) Cholangiography of an enormously large 
dilated congenital main duct. 
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Fig. 2. (Stajano). Appearance of the successfully resected 
congenital main duct which was anastomosed to the 
stomach and duodenum in a tubelike form. 


operation an enormous dilatation of the main duct 
which contained nearly 600 c.c. of black bile was 
found; this was drained. In a second operation a 
large portion of the main duct was resected, and a 
tubelike structure was made and anastomosed to the 
stomach and duodenum (Fig. 2). The patient made 
an uneventful recovery, and 2 months later was 
symptomless and had gained 8 pounds in weight. 
WiiiraM E. Ricketts, M.D. 


Hicken, N. F., White, L. B., and Coray, Q. B.: In- 
complete Removal of the Cystic Duct as a Fac- 
tor in Producing Postcholecystectomy Compli- 
cations. Surgery, 1947, 21: 300. 

Whenever a gall bladder becomes diseased the 
pathological process invariably spreads to the cystic 
duct. Therefore, the authors conclude that the 
entire cystic duct should be removed with the 
diseased gall bladder. The fact that this is not in- 
variably done and secondary operations become 
necessary is attested to by numerous case reports in 
the literature. Failure to appreciate the anatomic 
anomalies of the cystic duct is often responsible for 
failure to remove it. However, any abnormality of 
the cystic duct can be detected accurately by taking 
cholangiograms during the operation, a procedure 
which the authors advocate in all doubtful cases. 

The residual cystic duct may become dilated and 
form an excellent receptacle for bile; but as the duct 
lacks the contractile properties of the gall bladder, 
it cannot evacuate its contents. Stasis, infection, 
and stone formation result. Or, the cystic duct may 
harbor an undetected stone at the time of the initial 
operation, which later causes serious symptoms. 
And, finally, adhesions to the residual cystic duct 
may cause serious kinking of the common duct with 
resultant symptoms of obstruction. The authors 


present case reports illustrating each of these 
mechanisms. F. J. LESEMANN, JR., M.D. 


Santy, P., and Duroux, P. E.: Removal of the Am- 
pulla of Vater in the Course of Gastroduodenec- 
tomy for the Curative Treatment of Ulcer (La 
désinsertion de l’ampoule de Vater au cours de la 
gastroduodénectomie pour ulcére. Traitement cura- 
tif). Lyon chir., 1947, 42: 13. 


Injury to the common bile duct and the pancreatic 
duct of Wirsung is a real hazard in the course of gas- 
troduodenectomy for ulcer, particularly for ulcers of 
the posterior wall which perforate into the pancreas. 
Wounds of the terminal portions of these ducts may 
easily be overlooked at the time of operation and 
readily prove fatal. If they are recognized at the 
time of injury their immediate repair is not difficult. 

Attempts to repair such injury may be in the 
nature of anatomical restoration, a biliary side- 
tracking procedure, or fistula anastomosis. Ana- 
tomical restoration can be done only when the ducts 
are injured several millimeters above the ampulla of 
Vater and the ampulla is left intact, and is accom- 
plished by anastomosis of the cut ends of the ducts 
over small catheters. 

Biliary side tracking procedures such as cholecyst- 
duodenostomy with ligation of the common bile duct 
provide for the flow of bile but do not provide for the 
flow of pancreatic juice. On the other hand, pan- 
creatic fistula anastomosis is a practical method of 
restoring the pancreatic duct but does not provide 
for the flow of bile. 

The authors have devised the following procedure 
to accomplish restoration of both ducts. Once the 
injury to the ducts is recognized, the duodenum is 
sectioned below the ulcer bearing area while the an- 
terior wall is left as long as possible, and the cut end 
of the duodenum is drawn down over the base of the 
pancreas and the ampullary portion in such a fashion 
that the severed canals empty into the intestinal 
lumen. The duodenal wall is anastomosed to the end 
of the pancreas with three layers of sutures. Good 
suspension of the afferent limb of the gastrojejunos- 
tomy aids in the prevention of regurgitation and a 
temporary cholecystostomy allows decompression of 
the biliary tree. 

The advantages of this procedure are that it con- 
trols both the pancreatic and biliary duct systems, 
establishes a normal physiologic pathway for the 
flow of biliary and pancreatic juices, avoids chole- 
cystoduodenostomy, and does not prolong the op- 
erating time. 

Four patients have been treated by this method 
and have done well for periods of 5 years, 4 years, 
2 years, and 6 months. Epwarp W. Grsss, M.D. 


Wirts, C. W., Jr., and Snape, W. J.: Disseminated 
Calcification of the Pancreas. Subacute and 
Chronic Pancreatitis. Am. J. M. Sc., 1947, 213: 
2909. 

The incidence of pancreatic lithiasis is not high; 
aggregate figures showed only 31 cases among 
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117,031 routine autopsies. The authors wish to draw 
attention to a special form of pancreatic lithiasis 
known as disseminated calcification of the pancreas. 
This disease is thought to be distinct from the usual 
form of pancreatic lithiasis. 

The cause of this disease is not known, but it is 
generally believed to result from repeated attacks of 
acute or subacute pancreatitis occurring in adult life. 
Pathologically, the pancreas shows the presence of 
extensive interlobular and intralobular fibrosis, with 
considerable mononuclear cell infiltration. The par- 
enchyma of the gland is largely replaced by this 
fibrosis. The entire ductal system, including the 
smallest ducts, contains minute calculi. 

The outstanding symptom of disseminated calcifi- 
cation of the pancreas is abdominal pain, usually 
existing over a period of months or years. The 
pain is usually gnawing and boring in character 
and is present in the epigastrium with radiation to 
the back. Particularly severe attacks of pain may 
arise following an excessive intake of alcohol. 


Steatorrhea and creatorrhea are present in about 25 
per cent of the cases. When they persist for any 
length of time, weakness and weight loss may be pro- 
nounced. Transient jaundice may occur; diabetes is 
rarely present (2 of the 24 reported cases). 

The most significant laboratory finding is a dimin- 
ished pancreatic secretion following the intravenous 
injection of secretin. Steatorrhea and creatorrhea 
may be present. The typical roentgen ray picture 
shows a diffuse stippled calcification involving the 
entire pancreas. 

Relief of the acute symptoms usually requires the 
administration of morphine. If true pancreatic in- 
sufficiency is present, a low fat, high caloric diet, with 
vitamin therapy and large doses of pancreatin are 
beneficial. Partial or total pancreatectomy may be 
necessary for intolerable pain. One of the greatest 
benefits occurring from the proper recognition of this 
disease is that it may prevent the needless removal 
of a gall bladder, appendix, or kidney. Two case 
histories are given. F. J. LESEMANN, JR., M.D. 





GYNECOLOGY 


UTERUS 


Falconer, B.: Investigations on the Uterine Mu- 
cosa. Biopsy Material, Its Treatment and Eval- 
uation. Acta obst. gyn. scand., 1946, 26: 453. 


The author points out changes which may occur in 
biopsy material as a result of preparation, and calls 
attention to some peculiarities in the microscopic 
picture. He states that the technique by which the 
biopsy material was obtained should be known to the 
pathologist since there is a difference both in quantity 
and in the amount of injury to the mucosa, depend- 
ing upon how the specimen was obtained. The use of 
the suction curette may remove only small bits of 
mucosa and its removal may be more superficial than 
by curettage and hence less reliable for interpretation 
of abnormal changes. 

The changes produced in biopsy material by 
curettage are the following: (1) fresh hemorrhage 
due to breaking down blood vessels with the instru- 
ment, (2) signs of invagination in the glands, except 
in the basalis where it is normal, and (3) certain 
necrotic changes which may, in part, be due to the 
method of fixation. 

The preparation of the material is important since 
it is desirable to fix the tissues in a manner which will 
demonstrate the changes actually present at the time 
of removal; both the epithelial and the stromal ele- 
ments should be preserved. An ideal method for 
showing all the functions would be to fix the tissues in 
absolute alcohol, embed in paraffin, and stain with 
(1) Best’s carmine, (2) hematoxylin eosin, (3) van 
Gieson stain, and (4) taluidin blue. The ideal stain 
for secretion should differentiate between secretory 
products ready to be expelled and those in the early 
stages of development. 

The cyclic variations in the epithelial elements 
include the ordinarily recognized changes occurring 
during the menstrual cycle and, in addition, certain 
changes in individual cells have been recognized; for 
instance, the nucleus in a cell bulging with secretion 
may be displaced toward the lumen rather than the 
periphery of the gland—a condition which the author 
denotes as “secretion retention.’’ Other cells are 
large with pale nuclei and apparently empty cell 
bodies which are jammed in between seemingly 
normal cells. 

The stromal constituent should undergo cyclic al- 
teration with the epithelial elements; however, in 
some instances the author observed no pregravid 
alteration of the stroma, although there was noted 
a well developed secretory glandular activity, and in 
other cases the reverse was true. This is believed to 
be due to abnormal stimulation. 

The author concludes that in every case the whole 
picture of what is happening to the endometrium 
cannot be evaluated even with good biopsy material. 

J. Ropert WIttson, M.D. 


Falconer, B.: Investigations on the Uterine Mu- 
cosa. The Occurrence and Significance of Ec- 
tatic and Cystic Glands in the Uterine Mucosa. 
Acta. obst. gyn. scand., 1946, 26: 475. 


The author reviews the literature on abnormalities 
of the endometrium and concludes that occasional 
cystic or enlarged glands in an otherwise normally 
functioning mucosa are merely physiologic varia- 
tions. Enlarged and cystic glands are known to occur 
in association with endometrial hypoplasia, cystic 
glandular hyperplasia, endometritis, atrophy, my- 
omas and in retrogressive hyperplasia. 

Twenty cases of cystic enlargement of endometrial 
glands found in endometrial biopsy material from 
women still in the reproductive phase of life are dis- 
cussed. The cases are divided into two groups of 
10 each, in the first of which there was a known 
pathological condition as an explanation for the 
change. Included were 2 patients with myomas, 4 
with cystic glandular hyperplasia, and 4 with hor- 
monal deficiency. None of the second group could be 
classified as to the causes of cystic formation, but 5 
patients were sterile and 5 had suffered habitual 
abortion. The author concluded that the presence 
of enlarged or cystic glands should suggest ovarian 
deficiency. J. Ropert WILtson, M.D. 


Falconer, B.: Investigations on the Uterine Mu- 
cosa. On the Early Diagnosis of Metropathia 
Hemorrhagica. Acta. obst. gyn. scand., 1946, 20: 
525- 

In an attempt to make a diagnosis of metropathia 
hemorrhagica cystica early in its course, the author 
suggests several changes in the endometrial glands 
and the stroma which occur with this condition. 

The alterations in the glands are: an abnormal 
increase in number and groups of closely packed 
glands which may skow signs of invagination or 
which may be dilated and cystic. The cells may be 
cylindrical and contain elongated nuclei which are 
rich in chromatin. The stromal changes are: areas of 
cellular hyperplasia in which the cells are spindle 
shaped and contain large numbers of connective tis- 
sue fibrils; the blood and lymph vessels are dilated. 

Six cases in which several endometrial biopsies 
were obtained are presented. In 4 of these the micro- 
scopic changes were noted at a time when there was 
no abnormal bleeding, which, however, subsequently 
appeared. J. RoBert WILtson, M.D. 


Guerriero, W. F., Jennett, R., and Mantooth, 
W. B.: Infectious Granulomatous Lesions of 
the Cervix. J. Am. M. Ass., 1947, 133: 832. 


The authors note that the group of infectious gran- 
ulomas of the cervix include lesions resulting from 
tuberculosis, granuloma inguinale, syphilis, and chan- 
croid. Their importance depends on their morpho- 
logical resemblance to carcinoma as seen at speculum 
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GYNECOLOGY 


examination; and, in addition, the symptoms of the 
granulomatous cervical lesions are basically those of 
carcinoma. Minor deviations of this are pointed out. 
The clinical course, therapy, psychologic effect on 
the patient, and the prognosis are vastly different 
from those in carcinoma. 

Over a period of 2 years the authors observed 123 
patients on whom biopsy of the cervix was done. 
Microscopic examination of the tissues revealed: 
carcinoma in 24 (19.4%), cervicitis in 79 (64%); cer- 
vical polyp in 3 (2.5%), adenoacanthoma in 3 (2.5%), 
cervical fibroid in 3 (2.5%), leucoplakia in 2 (1.6%), 
squamous metaplasia in 2 (1.6%), granuloma ingui- 
nale in 3 (2.5%), tuberculosis in 2 (1.6%), tertiary 
syphilis in 1 (0.8%), and chancroid in 1 (0.8%). In 
addition, 26 cases of primary and secondary syphilis, 
and 1 case of chancroid were found in the group of 
patients studied. 

A discussion of tuberculosis of the cervix is pre- 
sented. Clinically the diagnosis is seldom made, al- 
though one must be suspicious of all granulomatous 
lesions of the cervix in patients with tuberculosis 
elsewhere. The treatment may be curative or pal- 
liative, according to the parity and age of the patient, 
the location and extent of the lesion, and the number 
of distant foci. The operation may consist of cervical 
amputation or total hysterectomy. 

The cervix is now recognized as a primary or sec- 
ondary site of granuloma inguinale. When lesions 
are found in other locations than in the inguinal reg- 
ion it has been suggested that the entity be called 
“granuloma venereum.”’ To avoid further confusion 
the authors suggest the term “granuloma venereum 
cervicitis.”” Like tuberculosis, granuloma venereum 
cervicitis undoubtedly will be found, with correct 
diagnosis, to be a relatively common lesion, particu- 
larly in the negro. The specific etiologic agent is a 
micro-organism, the Donovan body, which is prob- 
ably a protozoan, has never been cultured, and is 
pathogenic only for man. The final diagnosis de- 
pends on a demonstration of the Donovan body in 
smears, scrapings, or a biopsy specimen. 

Therapy is general, local, and specific. General 
measures include: adequate diet, vitamins, and peni- 
cillin and sulfonamide compounds given parenter- 
ally. Local therapy in the form of sulfonamide jellies 
or sulfonamide powder is frequently of benefit. Spe- 
cific therapy by the administration of one of the an- 
timony compounds over a period of 6 months is 
advised. 

This disease deserves special mention when it af- 
fects the pregnant patient. The therapeutic response 
is poor, infection is common, and large growths may 
cause dystocia, hemorrhage, and cervical and uterine 
tears. In some cases delivery by elective cesarean 
section, with or without hysterectomy, may be indi- 
cated. 

Until recently syphilitic lesions of the cervix have 
been regarded as uncommon. In a large and care- 
fully examined series of patients, Davies reported an 
incidence of 44 per cent. Syphilis of the cervix may 
be primary, secondary, or tertiary. -The primary 
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stage is recognized by the chancre. The secondary 
stage appears either as an erosion, macule, papule, or 
ulcer. The tertiary lesion is an ulcerative or prolifer- 
ative gumma and is the type most commonly con- 
fused with carcinoma. 

The diagnosis of primary and secondary lesions 
depends on the finding of the Spirochaeta pallida by 
dark field examination, since serologic tests are not 
always positive until 3 weeks after the initial infec- 
tion. The tertiary lesion is diagnosed by biopsy and 
positive serologic tests. Recognized antisyphilitic 
therapy is advocated for all syphilitic lesions of the 
cervix. 

Chancroid of the external female genitalia is com- 
mon, but this type of cervical infection is rare. 
Chancroid, or ulcus molle cutis, is a highly infectious, 
localized lesion caused by inoculation with the haem- 
ophilus of Ducrey, a gram-negative bacillus appear- 
ing singly or in short chains. Diagnosis is made by 
smear, culture, Ito-Reenstierna skin test, and biopsy. 
The treatment consists of the administration of sulfa- 
thiazole parenterally and locally for from 7 to 10 
days. 

In conclusion, the authors note that infectious 
granulomatous lesions of the cervix are more com- 
monly present than has previously been suspected. 
The improvement of diagnostic facilities has made 
specific diagnosis of these lesions possible. When a 
clinical diagnosis of carcinoma of the cervix is not 
substantiated by microscopic examination, one of the 
granulomatous lesions should be suspected. The im- 
portance of specific diagnosis rests in the fact that the 
clinical course, therapy, psychologic effect on the pa- 
tient, and the prognosis are vastly different from 
those for carcinoma. HeErsert F. Tuurston, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Cirio Malbran, Miguel Angel: The Estrogenic Value 
of the Remaining Ovary (Valor estrogénico del 
ovario restante). Obst. gin. lat.-amer., 1946, 4: 873. 


In his study of the estrogenic power of the ovaries, 
the author employed 44 white adult rats. First, the 
tubes and the uterus were removed, then the remain- 
ing ovaries were implanted into other castrated 
rats. The function of the implanted organs was 
studied by examining vaginal smears of the recipi- 
ents. 

Immediately following hysterosalpingectomy, 
there is usually a hyperfunction of the ovaries, fol- 
lowed by a stage of hypofunction. As a rule, the 
ovaries in the author’s experiments were removed 
160 to 180 days after hysterosalpingectomy, to avoid 
the aforementioned fluctuations of ovarian function. 

The experiments showed that the estrogenic power 
of ovaries remaining after removal of the tubes and 
the uterus is only about half as strong as that of con- 
trol animals. Cyclic variations may be observed in 
transplanted ovaries. Implantation of portions of 
ovarian tissue of varicus weight served to determine 
the minimum weight capable of induction of estrus in 
the recipient animals. Histologic studies of implant- 
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ed ovaries disclosed the presence of normal ovarian 
tissue in cases in which estrus was produced. Failure 
of estrus to appear in the recipient coincided with 
involution of the implanted ovary, which showed 
signs of atresia, hyperplasia of interstitial tissues, 
sclerotic changes, etc. The estrogenic effect of im- 
planted ovaries depends on the functional condition 
of the ovarian tissue at the time of implantation. If 
the ovaries are removed during the premenstrual 
phase, estrus is more easily produced than in cases in 
which the ovaries are removed during the intermen- 
strual period. 

All these results pertain to ovaries removed a long 
time after hysterosalpingectomy, and the author 
stresses the fact that entirely different results may be 
obtained if the ovaries are removed shortly after 
excision of the uterus and the tubes. In all experi- 
ments, the ovaries were implanted subcutaneously 
in the dorsal region. Josep K. Narat, M.D. 


Meleiro de Sousa, H.: Benign Tumors of the Ovary 
with Ascites and Hydrothorax—Meigs’ Syn- 
drome (Tumores benignos do ovdrio com ascite e 
hidrot6érax. Sindroma de Meigs). Rev. clin. inst. 
maternal, 1947, 1: 7. 


A 26 year old woman developed pain in the left 
lower quadrant of her abdomen, accompanied by 
vomiting, 5 months prior to admission to the hospital. 
Menstruation continued to be normal but nausea and 
vomiting recurred at frequent intervals, the abdomen 
continued to increase in size, and the patient was 
losing weight. 

The physical examination revealed a tumor in the 
left lower quadrant of the abdomen; it had a smooth 
surface and was mobile and slightly painful to touch. 
Ascites and right hydrothorax were also detected on 
clinical and roentgenographic examinations. 

Aclinical diagnosis of fibroma of the left ovary with 
pleural and peritoneal effusions was made, and an 
operation was performed under spinal anesthesia. 
The tumor with the corresponding tube was removed 
and about 8 liters of yellowish fluid were aspirated 
from the peritoneal cavity. The liquid contained 13 
per cent albumin and numerous lymphocytes. The 
Gram and Ziehl stain tests were negative. The tumor 
was surrounded by a fibrous capsule. The histologic 
examination established the diagnosis of pseudo- 
mucinous cystadenoma, partially papilliferous. 

The patient made an uneventful recovery and on 
re-examination 2 years after the operation showed a 
gain in weight of 14 kgm. 

Various factors have been accused of producing 
pleural and peritoneal effusions in such cases: 
(1) hypoproteinemia, (2) congenital communications 
between the pleura and peritoneum, (3) asympto- 
matic cardiopathy, capable of sustaining circulation 
under normal circumstances but leading to decom- 
pensation when alterations of the pelvic circulation 
are present, (4) mechanical obstruction of the reflux 
of the venous blood to the thorax, and (5) the passage 
of peritoneal fluid to the pleural cavity through the 
transdiaphragmatic lymphatic system. 


The author favors the theory of the origin of the 


fluid as the tumor itself. The lymphatic paths prob- 


ably carry the fluid from the peritoneal to the pleural 
cavity. Josepa K. Narat, M.D. 


MISCELLANEOUS 


Decker, A.: Posterior Colpotomy for the Diagnosis 
of Pelvic Diseases. Am. J. Surg., 1947, 73: 313- 


The author notes that the vaginal route for the re- 
moval of pelvic organs and for the diagnosis of pelvic 
diseases has been little used in the past few decades. 
Prior to the advent of modern abdominal surgery, 
however, many pelvic surgeons considered this the 
approach of choice for the removal of the uterus and 
its appendages. Except for hysterectomy in selected 
cases and the rare removal of a tube in ectopic preg- 
nancy, posterior colpotomy for pelvic surgery is now 
rarely employed. The literature of recent years deal- 
ing with posterior colpotomy is reviewed. 

The author states that the purpose of this report 
is threefold. It is intended to emphasize the safety, 
simplicity, and reliability of cul-de-sac puncture 
when it is performed in the knee chest position. 
Moreover, some of the details gained by experience 
thus far are related. The value of endoscopic visu- 
alization is demonstrated by case reports. 

The technique for endoscopic visualization of the 
pelvic organs is presented in detail. Puncture of the 
posterior vaginal wall into the pelvic peritoneal cav- 
ity by means of a needle or trochar has been em- 
ployed more than 400 times, in most instances for 
the purpose of endoscopic visualization of the pelvic 
viscera. 

The cases selected for this observation presented 
clinical evidence before examination that varied 
from a normal pelvis or minimal amount of pelvic 
disease to large palpable tumor masses. Some were 
examined in the presence of extensive pathologic 
processes to determine the limitations of the diag- 
noses, which were sessile fibroma, right salpingitis, 
and endometriosis of the uterus, respectively. 

The author is of the opinion that cul-de-sac punc- 
ture for diagnostic purposes is best employed in the 
knee chest position. When combined with endoscopy 
it is a useful adjunct to the present methods of diag- 
nosis in obscure pelvic diseases. Cul-de-sac puncture 
cannot be performed through an intact hymen or 
when disease or atrophic conditions make the in- 
troitus and vagina inadequate. It should not be 
employed in the presence of acute vaginal infection 
or when the cul-de-sac is filled with a fixed mass that 
does not move out of the pouch when the patient 
assumes the knee chest position. 

HERBERT F. Tourston, M.D. 


Ercole, R.: Diverticula of the Female Urethra. Four 
Personal Observations (Diverticulos de la uretra 
femenina. A propésito de 4 observaciones persona- 
les). Rev. argent. urol., 1945, 14: 132. 


Urethral diverticula occur with much greater fre- 
quency in men than in women because the course of 
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the urethra and the proximity of the prostatic gland 
in men facilitate the development of suppurative 
processes. In many instances diverticula in women 
are overlooked because urethrocystoscopy does not 
constitute a part of the routine examination. There- 
fore small diverticula may easily escape detection. 

Diverticula in women may be divided into two 
groups, the congenital and the acquired. Those be- 
longing to the first group may develop from Gaert- 
ner’s duct, paraurethral ducts, residues of the wolffian 
duct, and from vaginal cysts. Acquired diverticula 
usually are the result of an infection or trauma. Sup- 
puration of a urethral gland which preserved its com- 
munication with the urethra may be responsible for 
the formation of a diverticulum. Instrumentation of 
the urethra or the passage of a stone may lay the 
basis for the formation of a diverticulum. 

Urethral diverticula may be true or false. All 
layers of the urethra participate in the formation of 
a true diverticulum. 

The most frequent symptoms of a diverticulum 
are pain, increased frequency, and burning on urina- 
tion. Asarule, an involuntary loss of a small amount 
of urine occupying the diverticulum follows voluntary 
micturition. Occasionally, as was the case in 1 of the 
author’s patients, incontinence of urine may be 
present. Pressure on the anterior vaginal wall usually 
causes an escape of a small amount of purulent urine. 
Roentgenography of the urethra may reveal a di- 
verticulum. Urethrocystoscopy with MacCarthy’s 
panendoscope usually reveals the diverticulum. 
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The radical treatment consists of the extirpation 
of the diverticulum through an incision through the 
anterior vaginal wall. The defect in the urethra is 
closed with 3 interrupted catgut sutures and the 
vesicovaginal septum is closed as a separate layer. 
Aretention catheter is introduced after the operation. 
Occasionally a complication in the form of a urethro- 
vaginal fistula may develop shortly after the oper- 
ation. 

The author reports 4 cases of diverticulum. In 1 
of them a calculus was found. 

JosEerH K. Narat, M.D. 


Sjévall, A.: The Influence of Estrogen upon the 
Healing of Vaginal Wounds in Rats. Acta obst. 
gyn. scand., 1947, 27: I. 


Previous experiments have demonstrated the bene- 
ficial effect of estrogenic preparations upon the heal- 
ing of experimental skin wounds. This effect should 
be more marked in wounds of the female genital 
tract, in which estrogen has been shown to induce 
hyperemia and epithelial proliferation. 

The healing of experimental vaginal wounds in 
spayed female rats seems to be promoted by treat- 
ment with estrogen. Of 17 animals treated with sub- 
cutaneous injections of estradiol benzoate, 15 were 
healed in 5 days, whereas, of 19 controls, only 6 were 
healed during the same period. 

These experiments tend to confirm the clinical 
usage of estrogen prior to operation for prolapse 4n 
elderly women. GrorcF Burnick, M.D. 





OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Putignano, C.: Repeated Ectopic Pregnancies (Sulla 
gravidanza ectopica ripetuta). Riv. ostet. gin., 1946, 
1: 176. 

The author reviews 27 cases of repeated ectopic 
pregnancies encountered in the Clinic of Obstetrics 
and Gynecology of the University of Bari in the 
period from 1925 to 1944. The ages of the patients 
ranged from 21 to 40 years, the highest incidence 
occurring among those between 31 and 35 years of 
age. Multiparous subjects represented over 77 per 
cent of the series. The site of implantation was the 
left tube in 56 per cent, and the ampulla was involved 
in 67 per cent of the cases. In a majority of the 
women an inflammatory process was determined, 
and the cause of the second ectopic pregnancy was 
the same as in the first. 

Recommendations for management are conserva- 
tive, surgery being restricted to the cases presenting 
an involved tube, unless specific findings indicate 
bilateral resection. The ovaries and uterus are pre- 
served when possible, for maintenance of the endo- 
crine balance. EpitH B. FarNnswortu, M.D. 


Chesterman, J.: On the Treatment of Placenta 
Previa. Med. J. Australia, 1947, 1: 293. 


An analysis of the treatment of 225 patients with 
placenta previa who were admitted to the Women’s 
Hospital, Crown Street, Sydney, forms the basis of 
this article. 

The more babies one saves in cases of placenta 
previa, the greater is the maternal mortality. The 
converse is also true—that by concentrating on the 
welfare of the mothers an undue number of the babies 
are lost. 


lr ABLE I.—PLACENTA PREVIA: SOME COMPARA- 
TIVE STATISTICS 


Maternal Fetal 















































. deaths deaths 
No 
Source of 
cases Per 7 Per 
No cent No. cent 
Eleven teaching hospitals in Great 
Britain (F. J. Browne) 3,103 | 183 5.9 | 1,680 | 54.0 
Women’s Hospital, Melbourne 
(1934 to 1944) 286 10 3.49 112 | 39.0 
ncaa enictaisiaanipaiaasaiigi Res'siio Ls 
Royal Hospital for Women, Syd- | 
ney (1935 to 1946) 230 ss 5 38 | 129 50.0 
Women’s Hospital, Crown Street, 
Sydney (1935 to 1946) 225 2 °.9 120 | 53.0 
C. H. Macafee (Belfast) (1937 to 
1945) 191 I 0.52 42 | 22.0 
Leonard Phillips (Queen Char- 
lotte’s Hospital) (1933 to 1938)| 143 2 1.4 84 | 58.7 
Josephine Barnes (University Col- | 
lege Hospital) (1927 to 1944) 140 4 2.9 72 | 52.2 








Placenta previa was classified as lateral if the pla- 
centa occupied in part the lower uterine segment, 
marginal if it came to the edge of the internal os, and 
central if it completely covered the internal os at the 
onset of labor. 


METHODS OF TREATMENT 


Watchful expectancy. If active treatment to empty 
the uterus is started at the first hemorrhage, many 
premature or nonviable infants will be delivered with 
little chance of survival. To follow a method of 
watchful expectancy, it is absolutely essential for the 
patient to be in a well equipped hospital where active 
treatment can be given at a moment’s notice. No 
vaginal examination should be made until a more 
serious hemorrhage or repeated hemorrhages make 
it imperative. In those cases in which the fetus is 
reasonably mature, either dead or alive, there is no 
need for this delay. 

Hemorrhage from a laterally situated placenta 
previa is often controlled by the onset of labor, and 
no further treatment is necessary. 

Active methods of treatment 

a. Artificial rupture of the membranes 

b. The application of Willett’s scalp traction for- 

ceps, to which a weight is attached 

c. The use of a vaginal pack (alone, or followed by 

another procedure when the os is sufficiently 
dilated) 

d. Compression of the placenta by the half breech 

e. The introduction of a hydrostatic bag 

f. Cesarean section 

The fetal mortality rate among those capable of 
surviving is 42 per cent. The best results were ob- 
tained when lateral placenta previa was present (38% 
of fetal deaths), and the next best when the placenta 
was centrally placed (57%), because of the higher in- 
cidence of treatment by cesarean section. Tne high- 
est mortality rate occurred when the marginal va- 
riety of placenta was present. 

ANALYSIS OF TREATMENT 

In 56 cases of central placenta previa, 88 cases of 
marginal placenta previa, and 81 cases of lateral pla 
centa previa, the hydrostatic bag was not used at all. 

No special treatment was employed in 49 cases, 
with fetal death in 22. 

If the patient is in labor, hemorrhage is still oc- 
curring, and the placenta is not lying centrally, arti- 
ficial rupture of the membranes is often all that is 
necessary. This was employed in 19 cases, with 9 
fetal deaths. 

Willett’s forceps were applied to the scalp in 32 
cases, with 21 fetal deaths (65%). 

Summing up these three relatively simple methods 
of treatment, we find that they were employed in 100 
cases with the same fetal mortality rate as the aver- 
age for the whole series. They were used in 4 cases 
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OBSTETRICS 


of central placenta previa with no live babies. The 
high fetal death rate in the 47 cases of marginal 
placenta previa (about 70%) suggests that in some 
of them at least other methods of treatment might 
have given better fetal results without increasing the 
maternal risk too much. 

The group of patients (47) treated by plugging 
with the half breech included all those in whom a 
fetal leg was pulled down to control hemorrhage. The 
fetal mortality rate was extremely high (91%). 

The author believes that some of these patients 
might have been treated better by cesarean section. 

Cesarean section gives the best result for the baby, 
and in this series it was safe for the mother. In re- 
cent years the consensus of opinion has been swing- 
ing steadily in favor of cesarean section. 

The large majority of these patients are multi- 
paras, and consequently a scar in the uterus is of less 
importance than it would be in a primigravida. In 
capable hands, and with free use of blood transfu- 
sions and chemotherapy, the risk of cesarean section 
to the mother may be less than the risk of vaginal 
manipulation. The shock, blood loss, and risk of in- 
fection unavoidable in penetrating the placenta to 
pull down a leg can be great. The operation was per- 
formed in 70 cases, with 18 fetal deaths. The clas- 
sical operation was used in practically every case. 
The author prefers a combination of local anesthetic 
infiltration of the abdominal wall down to and in- 
cluding the incision of the peritoneum and pentothal 
sodium. Dantet G. Morton, M.D. 


Henderson, D. N.: The Obstetric Management of 
Pregnancy Complicated by Heart Disease. 4m. 
J. Obst., 1947, 53: 494- 

The author reviews 200 cases of pregnancy com- 
plicated by heart disease, 190 by rheumatic heart 
disease, 7 by congenital heart disease, and 3 by de- 
generative heart disease. 

Some of the cases were under a special manage- 
ment plan and these were divided into three groups, 
according to the severity of the disease. The pa- 
tients reported for examination every 2 weeks, and 
were seen by the cardiologist every 4 weeks. All 
patients were advised to rest a minimum of 12 hours 
daily, and this was increased as the pregnancy pro- 
gressed or the exercise tolerance diminished. If ade- 
quate rest could not be obtained at home, the patient 
was sent to the hospital. Most patients in Group II, 
with moderate to severe impairment of exercise tol- 
erance, were advised to come into the hospital for 
rest about a week before their expected date of con- 
finement. Patients were warned of the seriousness of 
upper respiratory infection and advised to take more 
than usual care if such infection occurred.When pos- 
sible, the normal weight gain was limited by suitable 
diet to 15 pounds. If the patient was obese, an effort 
was made to prevent any gain in weight. The de- 
velopment of signs of the late toxemias of pregnancy 
was considered serious, and immediate admission to 
the hospital was recommended for even mild degrees 
of albuminuria and hypertension. 
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Thirty patients had their pregnancies terminated 
because of heart disease, and 170 reached the period 
of viability. In 40 of these the onset of labor was 
premature, and this resulted in a fetal mortality of 
17 per cent. The maternal mortality rate for the 
whole group was 4 per cent and for the patients under 
control of the management plan, 2.2 per cent. The 
average age at death in the whole series was 38.8 
years, t year less than the average age at death of 56 
consecutive female patients proved at autopsy to 
have died from rheumatic heart disease not asso- 
ciated with pregnancy. 

During recent years heart disease has not been 
considered an indication for cesarean section. One 
hundred and twenty-eight consecutive women with 
heart disease have been delivered vaginally. Cesar- 
ean section has been necessary on only 3 occasions 
and was performed only for obstetric indications. 

Joun R. Wo rr, M.D. 


De Giorgi, L.: Cancer of the Lung in Pregnancy (II 
cancro del polmone in gravidanza). Arch. ostet. gin., 
1946, 51: 320. 

A 45 year old woman, in the initial period of her 
eighth pregnancy, suffered a sudden hemoptysis, 
followed by fever, cough, dyspnea, asthenia, and 
emaciation. Pleuritic attacks a year previously had 
led to a diagnosis of pulmonary tuberculosis. The 
roentgenologic examination disclosed extensive cavi- 
tation of the left lung and evidence of nodule for- 
mation in the right lung. Pneumothorax on the 
left side led to partial collapse of the left upper lobe, 
the lower lobe remaining densely shadowed and im- 
mobile. Premature labor at the seventh month of the 
pregnancy resulted in the birth of an immature child 
which died 2 hours after birth. Following the labor 
the general condition of the already precariously ill 
patient became worse, there was rapid accentuation 
of the respiratory difficulty and death 2 weeks later. 

Autopsy uncovered an extensively adherent in- 
filtrated and cavitated left lung and similar con- 
ditions, minus the cavitation, on the right side. The 
infiltration proved to be of a carcinomatous char- 
acter involving the bronchi, blood vessels, and lymph 
glands diffusely. Similar histologic characteristics 
were noted in a nodule in the left breast, the thyroid, 
left suprarenal gland, hypophysis, and right ovary. 
The extensive nature of the pulmonary lesion and 
the polymorphous character of the invading cancer 
cells—so characteristic of bronchial carcinoma—and 
the history of pleuritic manifestations suggested 
primary pulmonary carcinoma with secondary me- 
tastasis to the other organs. 

The two remarkable and instructive facts with 
reference to the effects of pregnancy on the growth 
and metastases in this case were the apparent ac- 
celerative effect of the pregnant state on the growth 
of the tumor and the apparently elective character 
of the metastases. The author does not try to de- 
cide if the dissemination of these metastatic proc- 
esses can be explained on the basis of the increased 
blood supply to the endocrine organs during preg- 
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nancy, or whether a peculiar predisposition of the 
cellular substrate of the involved organs is involved. 
In any event, the author thinks that his case 
strikingly illustrates the difference between the theo- 
ry of clinicians, who are rather unanimous in as- 
serting that pregnancy has a deleterious influence 
on the growth and metastases of neoplasms, and 
that of experimental researchers, who tend to show 
that the hormones predominant in the process of 
pregnancy (prolan) have an inhibitory effect on 
certain types of new growths. 
Joun W. BRENNAN, M.D. 


Falconer, B.: A Study of the Pathology of Habitual 
Abortion. Acta obst. gyn. scand., 1946, 26: 496. 


The present report concerns 33 cases classified as 
habitual abortion. In each case an attempt was 
made (on the basis of history, physical findings, 
semen examination, and endometrial biopsy) to es- 
tablish the etiology. Four of the cases were dis- 
carded because each patient had had normal deliver- 
ies between several abortions. 

Of the remaining 29 cases, the author concludes 
that in 4 patients the etiology of the miscarriages was 
on the basis of previous pelvic surgery or infection; in 
3, there were physical abnormalities of the pelvic or- 
gans, in 3 patients abnormal semen was responsible, 
and 4 patients were found to have an abnormal en- 
dometrium. 

In the last of the groups there were cystic glandu- 
lar hyperplasia in 1 case, tuberculosis in 1 case, and 
dilated cystic glands in 2 cases, indicating ovarian 
deficiency. J. Ropert WILtson, M.D. 


LABOR AND ITS COMPLICATIONS 


Roblee, M. A.: Morbidity Associated with the 
Induction of Labor. Am. J. Obst., 1947, 53: 382. 


Does the induction of labor increase maternal 
morbidity? Five hundred cases in which labor was 
induced by medical and mechanical means are re- 
viewed and it was found that a marked increase in 
morbidity may result from such methods. 

This increase in morbidity is caused by forcing la- 
bor before the cervix, lower uterine segment, and 
uterus have been prepared for labor. The author be- 
lieves that induction of labor after spontaneous rup- 
ture of the membranes may be a dangerous pro- 
cedure. For the management of contracted pelvis, 
pelvic disproportion, and postmaturity, induction 
has little or no usage. 


Elective induction of labor, which would have oc- 
curred in from 24 to 48 hours later, gives little or no 
morbidity. Such elective induction is of little or no 
obstetric advantage, but rather has convenience and 
order as its justification. The morbidity incurred by 
induction of labor must be evaluated against any 
questionable advantages of such management. This 
means that induction of labor merits obstetric usage 
mainly in the management of the toxemic patient, 
including the diabetic. The character and results of 
induced labor approach those of natural spontaneous 
labor only when the induced labor precedes by 48 
hours, or less, the time when spontaneous labor would 
have occurred anyway. Joun R. Wo rr, M.D. 


Odell, L. D., Randall, J. H., and Scott, G. W.: 
Prolonged Labor. J. Am. M. Ass., 1947, 133: 735 


In a series of 15,824 deliveries the authors found 
prolonged labor in 2.7 per cent; 66.9 per cent of the pa- 
tients were primigravidas; 29.3 per cent had operative 
delivery; and 25.5 per cent had a febrile postpartum 
course. The maternal mortality rate was 0.7 per cent 
and the infant mortality rate was 10.4 per cent 
(largely due to intracranial hemorrhage). The ma- 
ternal deaths were all attributed to puerperal in- 
fection. 

The majority of these patients had uterine inertia 
rather than pelvic disproportion or abnormal presen- 
tation. Whereas no conclusions are derived in rela- 
tion to the etiology of inertia, it is suggested that an 
abnormality of innervation or failure of the proper 
muscular response is the underlying mechanism. 
Furthermore, certain emotional disturbances may 
well play a role in this disturbance. 

The authors believe that two separate courses are 
responsible for the control of blood loss following the 
separation and delivery of the placenta. The first is 
retraction, which occurs in the innermost muscular 
layers just beneath the decidua. The second is con- 
traction of the remaining uterine muscle, which caus- 
es intermittent ischemia and thus stimulates throm- 
bosis. The most interesting observation was that in 
this group postpartum hemorrhage occurred in 7.6 
per cent as against 4.3 per cent in the so-called nor- 
mal labors. Further, it was found that in the pa- 
tients who had had operative delivery the incidence 
rose to 10.5 per cent but fell to 6.4 per cent in the 
spontaneous deliveries. Therefore a conservative at- 
titude in the management of prolonged labor with a 
particularly careful conduct of the third stage of 
labor is recommended. James F. DonneELLy, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Mathé, C. P.: Unilateral Renal Tuberculosis. J. 
Urol., Balt., 1947, 57: 451. 


The author describes the management of the ne- 
phrectomized patient. 

The author reviews 08 cases of renal tuberculosis 
to emphasize the importance of periodic postopera- 
tive cystoscopic examinations with the view of re- 
ducing the mortality and increasing the number of 
permanent cures. He suggests that the type of ne- 
phrectomy depends on the extent of the pathological 
process. If the ureter is involved a nephroureterec- 
tomy is done either primarily or the ureter is removed 
later; if it is uninvolved, simple nephrectomy is done. 
In critically ill patients complicated by perinephric 
abscess, incision and drainage of the abscesses may 
be followed in 2 weeks by nephrectomy. The author 
lavages his wound with saline solution and then 
introduces from 2 to 4 gm. of sulfa drugs and 100,000 
units of penicillin in 1co c.c. of saline solution, which 
he believes is definitely helpful in preventing break- 
down of wounds. 

Following nephrectomy there is often persistence 
of tuberculous cystitis which mecessitates long term 
cystoscopic treatment of ulcers and stricture of the 
intramural segment of the ureter. In this series stric- 
ture of the opposite ureter was found in 28 patients; 
it was treated by dilatation. Intractable cystitis 
is characterized by sclerosing cystitis and ulcer for- 
mation. This condition was so intolerable in 4 in- 
stances that diversion of the urinary stream was 
necessary. 

Analysis of the 98 cases reviewed revealed the fol- 
lowing: 

1. Tuberculosis of the kidney occurs less frequent- 
ly in the western part of the United States than else- 
where. 

2. Stone occurred in 7 cases with renal tubercu- 
losis, in 3 with cancer, and in 3 with renal hyper- 
tension. 

3. The mortality rate in 81 cases following ne- 
phrectomy for unilateral tuberculosis was 1.2 per 
cent. 

4. Twenty-eight of the 81 patients operated upon 
had ureteral stricture, which emphasizes the impor- 
tance of postoperative observation and treatment. 

RoBert O. BEADLES, M.D. 


Bondy, P. K., and Barnwell, C. H.: Chronic Ty- 
phoid Pyonephrosis. J. Urol., Balt., 1947, 57: 
742. 


The problem of the management of the chronic 
urinary typhoid carrier seldom confronts American 
physicians today. This is partly because of the re- 
cent great reduction in the incidence of typhoid fever 
in the United States and partly because the renal 
carrier state occurs only rarely after acute typhoid 
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fever. If surgical treatment can eliminate the source 
of the organisms in such a case without harm to the 
patient, the major objective of the control of typhoid 
carriers will be achieved. 

The authors present a case of chronic typhoid 
pyonephrosis of long standing, in which the urinary 
carrier state was cured by surgical extirpation of the 
involved kidney. The patient, a 32 year old soldier, 
bad had typhoid fever at the age of 12 years. He 
had had no urinary symptoms until 4 years before 
admission when nocturia became noticeable. Uri- 
nalysis revealed innumerable white blood cells and a 
slight trace of albumin, and a culture yielded the 
Eberthella typhosa. Urologic study revealed the dis- 
ease to be confined to the right kidney, which pre- 
sented the picture of pyonephrosis with a stone im- 
pacted in the ureteropelvic junction. A right ne- 
phrectomy was done, and the convalescence was un- 
eventful. Repeated urine cultures were negative. 

Pyonephrosis as a complication of typhoid fever is 
not a common occurrence. The reported cases can 
conveniently be divided into 3 groups: those occur- 
ring during the acute, initial attack of typhoid fever; 
those occurring as a result of superimposed typhoid 
infection upon a previously occurring renal disease; 
and those which, because of their chronic character, 
their lack of symptoms, and their persistent bacil- 
luria, constitute the silent carrier group. In the ser 
ies which the authors collected from the literature, 
7 of 12 in the first two groups died. However, all 
those in the asymptomatic carrier group recovered 
after nephrectomy. 

Although the authors’ patient had been a carrier 
for 20 years, not a single secondary case had been 
produced, either within his family or among his close 
associates. JoserH E. Maurer, M.D. 


Harvey, N. A.: Renal Tumors. J. Urol., Balt., 1947, 
57: 669. 

In the opinion of the author, the theory of Grawitz 
is untenable as an explanation of the histogenesis of 
renal cortical malignancies. The early literature is 
reviewed, and the author presents clinical and patho 
logical data on 50 renal tumors and 8 incidental 
“hypernephroid”’ tumors found in the course of 4,529 
autopsies and 39,857 surgical operations at the 
Rhode Island Hospital, Providence, from 1929 
through 1944. Thirty-nine of the tumors were surgi- 
cal specimens while the remaining 19 were removed 
at autopsy. It is pointed out that renal tumors con- 
stitute about 2 per cent of all tumors in adults and 
about 20 per cent of those in children. In this series 
there was a 66 per cent incidence of cortical adeno- 
carcinoma, a 26 per cent incidence of carcinoma of 
the pelvis (including 1 case of epidermoid carcinoma), 
and a 6 per cent incidence of Wilms’ tumor; 2 per 
cent of the cases eluded classification. Seventy per 
cent of the cases were in males. 
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The “‘classic’’ triad of hematuria, pain, and a mass 
was found in 17 per cent of the cases. Microscopic 
urine studies in 44 cases revealed red cells in 77 per 
cent whereas the incidence of gross hematuria in the 
whole series was 59 per cent. Proteinuria was the 
most frequent urinary finding and occurred in 93 per 
cent of the cases. Hematuria was the most common 
initial or early symptom in the operable cases while 
metastatic symptoms were the most frequent early 
features of the inoperable series. Pain was classified 
as primary when limited to the back or flank, and as 
secondary when it was due to metastases. The 
presence of a mass is usually a late symptom. Typi- 
cally, the mass is located in the flank; it is firm, 
smooth, rounded, moves freely with respiration, and 
is not particularly tender. 

Urinary symptoms were present in 40 per cent of 
the operative cases and consisted of dysuria followed 
by frequency, urgency, pain, and burning, in that 
order. 

The value of intravenous pyelography as a means 
of diagnosis is stressed. 

Metastatic lesions appeared in the foilowing order 
of frequency: in the lungs, bones, liver, lymph nodes, 
renal veins, suprarenals, opposite kidney, pleura, 
central nervous system, and pancreas. More than 
50 per cent of the metastatic lesions occurred in the 
lungs. Tumor embolism is believed to be the most 
common mechanism of spread and is substantiated 
by the high incidence of pulmonary lesions. 

Immediate surgery without irradiation is con- 
sidered the therapeutic procedure of choice, and 
mention is made of the fact that the surgical mor- 
tality in fixed tumors is sufficiently high to warrant 
discontinuation of the operative procedure in cases 
in which this situation is found. In such cases ir- 
radiation may afford a prolongation of life, and re- 
lief from pain. It is pointed out that immediate 
postoperative irradiation deserves serious considera- 
tion, since in terms of five-year survival, the per- 
centage was 42 per cent as compared to 31 per cent 
in cases in which irradiation preceded surgery. 

Rosert Licu, JR., M.D. 


Higgins, C. C.: Ureterosigmoidostomy for Ex- 
strophy of the Bladder. J. Urol., Balt., 1947, 


57: 0903. 


It is emphasized that transplantation of the ure- 
ters into the rectosigmoid is now recognized as the 
procedure of choice for the relief of exstrophy of the 
bladder. Forty-one patients are reported as having 
been so treated, and of this group 33 are alive and 
several have been asymptomatic from 5 to 9 years. 
One child died shortly after the induction of anes- 
thesia; another died on the third postoperative day 
following the aspiration of vomitus; the third died 
with a high fever following operation, and it was 
thought there was some disturbance in the heat regu- 
lating mechanism; and the fourth child died of pneu- 
monia. Following discharge from the hospital an 
additional 4 patients died. Two died from unknown 
causes 2 and 3 years following operation, respec- 


tively, the third child died from pertussis complicated 
by pneumonia, and the fourth died from uremia one 
year following the operation. The last child had but 
a solitary kidney. 

The author describes the preoperative and post- 
operative routines in detail and briefly discusses his 
operative method, which is a modification of the 
Coffey I technique. 

It is suggested that the operation be performed 
during the first year of life rather than later since 
infants stand the operation infinitely better and there 
is less renal damage present at that time. The tech- 
nical difficulty associated with the presence of small- 
er structures is not considered a contraindication. 
The exstrophic bladder is removed at this time while 
plastic procedures on the penis are delayed until the 
child is 5 or 6 years of age. 

This article clearly presents a sound logical reason- 
ing to support the author’s conclusions, and the ma- 
terial is presented in a concise, factual manner. 

Rosert Licu, JR., M.D. 


BLADDER, URETHRA, AND PENIS 


Musiani, U.: Telangiectatic Granulations of the 
Urinary Bladder following Radiotherapy for 
Cancer of the Uterus (Les granulations téléangiec- 
tasiques capillaires de la vessie 4 la suite de la radio- 
thérapie pour cancer de l’utérus). J. urol. med., 
Par., 1946 1947, 53: 3- 

Early and late lesions can occur in the urinary 
bladder following radium therapy and roentgen 
therapy for cancer of the uterus, especially if there 
have been errors in technique or if the dosage has 
been very high. 

The early reactions appear during treatment and 
are represented by the common but harmless catar- 
rhal cystitis which rapidly disappears and seldom 
leaves radionecrotic ulcers. One can also notice ex- 
travasations of blood and a hyperemia of the trigone 
2 or 3 weeks after completion of radiotherapy. These 
were classified by Korchow as erythema of radiation. 

The late reactions are less common and usually 
occur from 2 to 4 years after radiotherapy. They can 
be classified as reversible and irreversible. 

The irreversible lesions, thoroughly studied by von 
Ottow, consist of atrophy of the bladder mucosa and 
telangiectatic alterations of the veins with small 
aneurysm formation. 

The reversible lesions caused by hyperdosage or 
faulty technique are the radionecrotic ulcers which 
may erode the bladder wall to such a degree as to 
produce severe hemorrhages or fistulas. 

In addition to radionecrotic ulcers, tiny bright red 
granulations have been observed on the bladder 
mucosa. These were called ‘‘himbeerartige Gran- 
ulationen” by Schroeder and ‘‘himbeerartige Erha- 
benheiten” by Neef. 

The author has had the opportunity of examining 
10 patients with lesions called telangiectatic granu- 
lations because of their gross appearance and their 
histologic structure. They became the subject of an 
exhaustive study. 
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The 10 women observed were referred to the 
author by the Radium Institute of Bologna where 
they had been treated for cancer of the uterus. The 
passage of a few drops of blood at the end of micturi- 
tion associated with some urinary disturbance made 
the referring radiotherapist believe that either the 
cancer had directly invaded the bladder or metas- 
tases had occurred. Following discovery of the lesions 
each patient was closely observed, and repeated cys- 
toscopic examinations with biopsy were performed 
until the lesions disappeared. 

The oldest patient was 70 years old and the young- 
est was 36 years old; the average age of the patients 
was about 60 years. Of these patients, 9 presented 
an epithelioma of the cervix and 1 an epithelioma of 
the fundus. Nine patients were treated with radium 
and roentgen rays. In 1 case direct x-ray therapy by 
intracavitary contact was substituted for radium. 
For routine treatment radium was applied into the 
vaginal cul de sac by means of 2 tubes of to mgm. 
each; a filter of 2 mm. of platinum was used. In the 
uterine cavity, tubes of 1o mgm. of radium, single or 
in pairs, were sometimes used; 30 mgm. tubes were 
also used at times. In the last type of treatment the 
filtration was 1 mm. of platinum, or half that used in 
the vaginal cul de sac. 

Early reactions occurred in 3 of the 10 patients and 
were represented by rectal tenesmus and cutaneous 
epitheliolysis. Only 1 patient developed cystitis 
while under treatment. The time of appearance of 
the granulations was between 17 and 44 months after 
completion of the treatment. The symptoms re- 
sponsible for bladder investigation were pain, usually 
at the end of micturition, and hematuria, which 
always was terminal. 

In 6 cases the urinalysis was negative while in 4 
cases microscopic hematuria and pyuria of no sig- 
nificance were recorded. Cystoscopy revealed a dif- 
fuse cystitis in 3 cases and typical radionecrotic ulcers 
in the other cases. The bladder capacity was within 
normal limits except in the 3 cases of cystitis. Sub- 
sequent cystoscopies as well as clinical follow-ups of 
the patients have shown that the urinary symptoms 
and most of the granulations disappear within 3 
months. The radionecrotic ulcers healed in approx- 
imately the same period of time. Following disap- 
pearance of the lesions, the mucosa of the bladder 
appeared pale and atrophic and was often the seat of 
venous ectasias. : 

The author then described the pathology of the 
lesions. Grossly, the granulations were prominent, 
rounded, granular buds, sometimes composed of very 
tiny pedunculated vegetations pressed against each 
other. Their bright red color contrasted with the 
pale and atrophic mucosa. They were comparable in 
size to a pinhead or flax seed; but, asa rule, they were 
of uniform size and very often occurred in groups, 
sometimes quite numerous. They did not fade in the 
distended bladder but, as seen in 2 cases, a hematic 
subepithelial suffusion took place. 

The granulations were usually found in the floor of 
the bladder, beyond the interureteral ligament. They 
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were never observed to occur in the apex nor in the 
lateral walls of the bladder. Redness and edema of 
the diffuse cystitis type were sometimes associated 
with these lesions. In 3 patients the granulations 
surrounded the typical radionecrotic ulcers. 

Microscopically, these granulations were covered 
by an almost normal vesical epithelium which had 
the tendency to undergo metaplasia and so form the 
nests of Limbeck and other arrangement of cells 
having somewhat the appearance of tubular glands. 

These formations were described by Limbeck in 
1887 and successively by von Brunn, Lendorf, and 
others. They were thought to consist of epithelial 
nodules detached from the submucosa of the kidney 
pelves, the ureters, and the bladder. Markwald 
Badke, Barbacci, Simelew thought them to be con- 
genital. Today it is the opinion of Aschoff, Del 
Bianco, Dionisi, Pepere, and Businco that they are 
due to a chronic inflammatory process or a chronic 
irritation of the mucosa. Following such irritation 
the mucosa proliferates and, by so doing, strangles 
the epithelial bands and isolates them, and thus the 
nodules of Limbeck are formed. These were never 
observed in young patients. 

If the stimulation continues and if the conditions 
of nutrition remain favorable, the nodules of Lim- 
beck may progress further. The central cells de- 
generate and the cells forming the wall of the new 
cavity become transformed into a secretory epi- 
thelium forming cysts. Such would be the origin of 
the cystic cystitis. Furthermore, according to 
Businco, the formation of glands (glandular cystitis) 
and even of adenomas and adenocarcinoma of the 
urinary tract may follow by successive steps. 

The loose connective tissue of the submucosa, in 
which can be seen a more or less distinct infiltration 
of round cells, discloses the presence of numerous 
tortuous and extremely dilated capillaries which give 
the tissue an angiomatous appearance. A few of 
these vessels extend to the basal membrane of the 
epithelium, which explains the bright color of the 
granulations. Sometimes a hematic suffusion is 
surrounded by a few of these vessels. The endothelium 
of the capillaries has normal characteristics. In 1 
instance the author observed the presence of thrombi 
in the lumens. Numerous leucocytes were also seen 
in the capillaries because of stagnation of the circu- 
lation in such distended vessels. 

At this point, it was noted that the dilatation of 
the capillaries really exceeded the degree of vaso- 
dilation observed in pure inflammation and actually 
reached the stage of telangiectasias. The small 
thrombi in the ectatic capillaries may indicate a 
transitional stage toward the disappearance of these 
formations. 

When the findings are such as described there is no 
difficulty in making the diagnosis. These formations 
have a great similarity to the ruby spots of the skin. 
As a rule, the inexperienced endoscopist, confronted 
with such a picture, suspects a neoplastic invasion or 
metastasis. Such suspicion, first suggested by the 
history of a cancerous lesion, is further substantiated 
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when the histologic examination reveals the nodules 
of Limbeck which may simulate neoplastic buds. 
However, the picture of the neoplastic infiltration of 
the bladder is well defined. In most cases one can 
observe a solid salient mass, surrounded by a bullous 
edema and very often characterized by the presence 
of ulcerations, varying in depth, with irregular bases 
and with a definite tendency to bleed. In contrast to 
these are the radionecrotic ulcers which occur in an 
almost normal mucosa. They are characterized by 
regular edges and a clean base, and they very seldom 
bleed. They are not surrounded by the bullous ede- 
ma but by telangiectatic granulations. These lesions 
must be differentiated from purpura of the bladder, 
hemorrhagic cystitis, and submucosal suffusions of 
blood produced by intravesical maneuvers. 

Purpura of the bladder varies from the telangiec- 
tatic granulations because its spots are of various 
sizes and are flat and red or dark blue. The presence 
of a cutaneous purpura confirms the diagnosis. 

Submucosal suffusions of blood due to endoscopic 
maneuvers appear as flat spots with irregular outlines 
which change during observation. 

Therapy is exclusively symptomatic and consists 
of preventing and treating the cystitis. After the 
diagnosis of telangiectatic granulations has been 
established, urinary antiseptics should be prescribed. 
Depending upon the presence or absence of dysuria, 
morphine is indicated. One must avoid excessive 
distention of the bladder in order to prevent rupture 
of the capillaries with ensuing hemorrhage. Should 
hemorrhage occur, electric coagulation of the bleed- 
ing points should be contemplated. 

The etiology of these granulations is problematic. 
Are they the result of a common inflammatory pro- 
cess or do they represent a reaction of the bladder to 
radiotherapy? Several factors confirm the latter 
theory. First, such granulations have been observed 
in some women who have been treated with radio- 
therapy for cancer of the uterus and have developed 
radionecrotic ulcers associated with these granula- 
tions in the expected period of time. Second, such 
formations have appeared exclusively in patients 
subjected to heavy dosage of therapy, however, with- 
out overtreatment. Finally, the capillary granula- 
tions occur only in that area of the bladder mostly 
exposed to the action of the rays. Furthermore, the 
histologic structure of the granulations forces one to 
associate these lesions with those produced by the 
action of radiotherapy on vessels. 

On the basis of the infiltration of the round cells, 
can such a clinical picture be a chronic cystitis in 
which the capillaries dilate and proliferate? The 
macroscopic as well as the microscopic aspects of the 
lesions justify such therapy. The cystitis and the 
pyuria observed in 3 cases by the author must be 
considered as co-existent findings, the development 
of which is perhaps enhanced by these granulations. 
These lesions are then the result of the irritation 
produced by radiotherapy. 

What rays, radium or roentgen, can be regarded 
as the responsible irritating agent? Several authors 





(Schroeder, von Ottow, Neef) point out that the late 
lesions following roentgen therapy appear, as a rule, 


in the apex of the bladder, while radium exerts its’ 


action on the floor of the bladder because the radium 
tubes deposited in the vaginal cul de sacs and the 
uterine cavity are closer to the floor than to any 
other area of the bladder. All the cases reported by 
the author were subjected to both types of therapy, 
roentgen and radium. .- 

It is not possible, then, to determine if these 
telangiectatic granulations can be attributed to the 
action either of radium therapy or roentgen therapy. 
Nevertheless, one must consider that several patients 
treated at the Bologna Institute of Radium with 
heavy doses of roentgen therapy have never devel- 
oped, even years after the completion of the treat- 
ment, urinary symptoms or lesions of the bladder 
similar to the ones just reported by the author. It is 
more convincing to remember that these lesions are 
due to the combined action of both types of irradia- 
tion. The author concludes that these telangiectatic 
granulations do not justify any change in dosage of 
irradiation because the cure of the patient constitutes 
the principal goal of such therapy. 

GERARD Gacnon, M.D. 


Alvarez Zamora, R.: Sarcoma of the Bladder (Sar- 
coma de vejiga). Arch. espan. urol., 1947, 3: 217. 


Alvarez Zamora reports 4 cases of sarcoma of the 
bladder. The first occurred in a 72 year old male who 
had frequent hematuria and signs of urinary reten- 
tion for 5 weeks before admission. On rectal palpa- 
tion an irregular, hard mass could be felt above the 
prostate, infiltrating the right posterior wall of the 
bladder, which by cystoscopy appeared to be a sub- 
mucous tumor with almost complete integrity of the 
mucosa. A biopsy of the tumor revealed this to be a 
fibromyxosarcoma. 

The second case, that of a 56 year old man with 
hematuria for 1.5 years which was previously diag- 
nosed as a vesical polyp, was treated by 5 consecutive 
electrocoagulations without any improvement. Cys- 
toscopy disclosed a tumor of the bladder, which 
histologically appeared to be a sarcoma of polymor- 
phic cells combined with an epithelioma and a papil- 
loma. 

The third case, that of a 56 year old man, presented 
polycythemia as the main symptom. At cystoscopy 
the condition appeared to be a submucous tumor. A 
subtotal cystectomy with bilateral iliac ureterostomy 
was performed. Histologically, the tumor proved to 
be a fibroleiomyosarcoma. 

The fourth case, that of a 32 year old man, pre- 
sented a history of hematuria and polycythemia for 3 
weeks. At cystoscopy a smooth, red, pediculated 
tumor about the size of a nut was found at the trigo- 
num. This was resected with the electrocautery 
through an abdominal operation. Radium needles 
were placed in situ for 10 days. Histopathologically, 
it proved to be alymphocytoblastoma. The patient 
has been seen without recurrence after 2 years. 

Witutam E. Ricketts, M.D. 
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Kirz, E.: Osteitis Pubis after Suprapubic Opera- 
tions on the Bladder. Brit. J. Surg., 1947, 34: 272. 
Osteitis pubis, after suprapubic operations on the 
bladder, appears to be a clinical entity. In a series of 
174 patients the incidence of osteitis pubis was 3 per 
cent. 

Three to 6 weeks after operation the patient com- 
plains of pain in the region of the symphysis pubis. 
This pain may extend toward the perineum and radi- 
ate down the inner side of one or both thighs. If the 
man is still in bed the slightest movement of the 
thighs or attempts to turn over or to sit up will cause 
pain; if he is up, walking is difficult or impossible. 
In other cases standing may be easier than sitting, 
the latter causing unbearable pain over the tubera 
ischii. Urinary symptoms are rare, but terminal 
dysuria occurs in cases in which the origin of the 
perineal muscles is involved; similarly, there may be 
pain on defecation. These symptoms may actually 
cause the patient to take to his bed again, because 
only full rest will relieve them. 

On examination, the areas mentioned are extreme- 
ly tender totouch. All active and passive movements 
of muscles originating from that part of the pelvis 
which is involved by the osteitis are limited and very 
painful. These muscles are at first spastic; later, in 
severe cases, they may show great wasting. At times 
there may be some discharge of urine or pus from the 
lower part of the operation scar, but no pathogenic 
organisms are obtained in culture. This discharge, 
moreover, does not seem an essential part of the 
trouble, as it often occurs in cases showing no signs of 
osteitis pubis. Slight fever at the onset of symptoms 
is, however, a characteristic feature. After major 
operations this area is usually the medial portion of 
the lower third of one or both corpora pubis. After 
minor operations, fraying appears first at the upper 
corners of the pubic bone and, in mild cases, the con- 
dition may be arrested at this stage. Most of the 
established cases, however, later on show a definite 
spread involving variable amounts of pubic bone and 
ischium. The symphysial cartilage may be absorbed, 
giving the appearance of separation of the symphy- 
sis, and finally bony ankylosis may result. The for- 
mation of a sequestrum is the exception rather than 
the rule, but areas of osteoporosis and osteosclerosis 
are seen later. Various explanations have been of- 
fered as to the pathogenesis. Two main factors ap- 
pear to be essential in the production of the infection: 
(1) leakage of infected urine into the retropubic 
space, and (2) trauma both during and after opera- 
tion. 

The author advocates a method of operation to 
minimize this complication. The separation of the 
recti and pyramidalis muscles is carried out in the 
usual manner. Then, about 3 cm. above the level of 
the symphysis, a transverse incision, 2 inches long, is 
made through the anterior and posterior layer of the 
(continuation of the) transversalis fascia, prevesical 
fat, and vesical layer of the pelvic fascia. The lower 
flap is then dissected downwards off the anterior 
bladder wall for about 4 cm., and approximated with 
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two or three interrupted sutures to muscle at the 
lower angle of the wound. The two spaces are 
thereby securely shut off. 

C. FRED GOERINGER, M.D. 


Marshall, V. F., and Schnittman, M.: 
Cystectomy. J. 


Vaginal 
Urol., Balt., 1947, 57: 848. 


Vaginal cystectomy is done with the patient in a 
moderately exaggerated lithotomy position and the 
cervix is pulled down with a tenaculum to expose the 
anterior vaginal wall. A transverse incision is made 
completely through the vaginal wall approximately 2 
cm. anterior to the cervix and 4 or § cm. in length. 
The cervix is separated from the bladder by inserting 
a finger into the loose tissues thus exposed between 
these 2 organs, a common step in gynecological oper- 
ations. From either end of this transverse incision 
parallel extensions are carried laterally and outward 
to the external sides of the labia minora. There is 
then a rectangular area of the anterior vagina which 
is outlined by the transverse incision anterior to the 
cervix, the parallel lateral incisions, and the vestibule. 
Gauze packing is placed in the vagina to control the 
moderate oozing, after ligation of any actively bleed- 
ing vessels. 

According to the extent of the lesion, the clitoris 
is not included in the next incision which encircles 
the urethral meatus at a radius of at least 3 cm. and 
includes at least the upper half of each labium minus 
as well as some of the labia majora. The removal of 
considerable labium majus not only provides a wider 
margin for tumor removal but greatly aids the ex- 
posure for future steps. This was carried down to 
the periosteum of the pubis and the ends of this 
somewhat circular cut were joined to the ends of the 
lateral vaginal incisions. Numerous vessels usually 
required ligation at this stage, but they are easily 
located. 

The upper portion of the mass to be removed was 
separated from the periosteum until the pubic arch 
was visualized. An incision was then made immedi- 
ately adjacent to and parallel with the bony arch 
through the triangular ligament. The fingers could 
now be inserted easily into the loose tissues of the 
space of Retzius which was opened widely and 
bluntly. If the fingers are kept close to the perios- 
teum the venous plexus between the urethra and 
bladder neck and the symphysis are largely avoided 
and removed as part of the specimen. Clamps are 
applied to the urethra or bladder neck for traction. 
A straight prostatic tractor through the urethra may 
be used, but in some cases it may traumatize the 
neoplasm excessively. The lateral supports of the 
bladder are now on tension and are clamped and 
transfixed on either side until the ureters are cut a- 
cross. Up to this point vision is excellent and the 
danger of injuring important structures seems almost 
nil, since urinary diversion is obviously prerequisite 
to cystectomy. In order to prevent possible clamp- 
ing of the bowel in the cul-de-sac, or clamping the 
uterine arteries, and to avoid unnecessary lateral 
dissection, the peritoneum is now identified and 
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opened. This is usually most easily accomplished by 
pulling down on the dome and dissecting slightly to 
one side of the midline to avoid the possibly adher- 
ent area of the urachus. The peritoneum is peeled 
off the posterior bladder wall as far as it will easily 
go, in order to cut under vision the urachal remnants 
when this is necessary. 

In some instances this blunt dissection is so easy 
that the previous ligations are met without further 
need of clamping, in which case it is not necessary to 
open the peritoneum. The separation of the highest 
portions of the bladder from the peritoneum is, thus 
far, the only difficult step, since it is the most remote 
dissection and in an area with few definite landmarks. 
However, if the slightest difficulty is encountered or 
the operator is not completely oriented, a well ex- 
posed area of peritoneum is carefully opened. Then 
with a finger inside of the peritoneum the remaining 
tissues to be clamped and ligated are at once evident, 
which prevents unnecessary lateral dissection and 
provides excellent orientation. Also the possibility 
of including bowel in a clamp is easily avoided by 
this maneuver. A patch of peritoneum on the pos- 
terior bladder wall is frequently removed with the 
specimen. The peritoneum is closed with a continu- 
ous suture. 

Chromic catgut sutures are placed in the neck of 
the cervix and into the periosteum and ligaments of 
the pubic arch. This moves the uterus and cervix 
down to plug the space previously occupied by the 
bladder. One rubber drain is placed on either side of 
the cervix and into the retropubic space and the 
external ends are sutured to the vulva. The vaginal 
wall incisions are now approximated with interrupted 


single catgut sutures and the skin is approximated 
with silk sutures. The drains are left in place for 
from 5 to 7 days. Perineal flushes are given daily 
but no douches, as the latter might force material 


into the operative space. Joun A. Loer, M.D. 

Pinck, Bernard D.; and Zheutlin, Bertram: Penile 
Ulcer Caused by the Micrococcus Tetragenus. 
Bull. Johns Hopkins Hosp., 1947, 80: 198. 


The micrococcus tetragenus is a gram-positive 
coccus frequently associated with other organisms in 
the sputum, especially with the tubercle bacillus and 
with Pfeiffer’s bacillus. The organism has distinct 
bacteriological characteristics. It is ordinarilly not 
virulent and the infection follows a predisposing 
condition, usually an infectious disease, which re- 
duces the resistance of the host. 

The disease begins abruptly and the severity of its 
course is variable. There are chills, remittent fever, 
leucocytosis, and, occasionally, splenomegaly. The 
infection may become localized and cause pneumonia, 
arthritis, empyema, meningitis, and endocarditis. 
The occurrence of perinephric abscess and of pyo- 
salpinx has been reported. 

The authors report the first case of penile ulcer 
caused by the Micrococcus tetragenus. A 29 year old 
white soldier suffered an injury to his penis by impact 
from a fall. He admitted having practiced fellatio 


about 20 days before the injury. He presented 


swelling of the glans penis, with an encrusted ulcer-— 


ation at the meatus, without induration or discharge. 
Laboratory studies were essentially negative, but 
anerobic cultures produced a pure growth or organ- 
isms identified as the Micrococcus tetragenus. The 
lesion improved after 4 weeks of treatment with zinc 
peroxide, azochloramide, penicillin, and sulfonamide. 
Normal urinary and sexual functions were regained. 
Josern E. Maurer, M.D. 
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MacDonald, S. A., and Powell, R. E.: Gelfoam in 
Prostatic Surgery. J. Urol., Balt., 1947, 57: 812. 


The authors used gelfoam as a hemostatic agent 
in 15 cases of suprapubic prostatectomy by the fol- 
lowing method: 

The gelfoam was prepared during the “setting up” 
stage of the operation, soaked in a solution of throm- 
bin in which it was kneaded to expel air from its 
numerous pores. Following removal of the gland, 
major arterial bleeding was controlled by ties, then 
the prostatic fossa was completely filled with gel- 
foam. Four or 5 pieces of the material are placed into 
position at a time and then suction is applied to draw 
the blood up into the interstices of the foam where a 
fibrin coagulum is formed. The cavity is filled as 
snugly and completely as possible with any amount 
of gelfoam necessary. The foam is pressed well under 
any encircling rim of the bladder mucosa which 
helps to retain the substance in place. A small 
straight suprapubic tube is fastened high in the fun- 
dus of the bladder, away from the prostatic cavity, 
and simple bedside or suction drainage is employed. 

In the authors’ group of cases hemostasis was 
satisfactory in all save one case, in which there was 
probably arterial bleeding. There were no clots 
formed and the drainage was clear in from 48 to 72 
hours. It is believed that with the use of gelfoam or 
similar substances, the mortality rate in prostatic 
surgery should be considerably reduced. 

Rosert O. Beaptes,{M.D. 


Mayor, G.: Tuberculous Epididymitis and Its Sur- 
gical Treatment (Die Epididymitis tuberculosa 
und ihre chirurgische Behandlung). Helvet. chir. 
acta, 1947, 14: 108. 


In the Inselspital of Bern, Switzerland, 133 cases 
of tuberculous epididymitis were treated surgically 
in the urological department headed by Wildbolts. 
This number did not include the patients with the 
so-called nonspecific epididymitis, that is, those with 
tuberculous disease elsewhere but no histologic find- 
ings of tuberculosis in the removed specimen. Ex- 
cluded also from this number were those with mil- 
iary involvement of the testicle from primary local- 
ization elsewhere. All but 26 of the 133 patients 
could be traced later. Of these 107 patients, 28 
(26.1%) had previously been operated upon for 
renal tuberculosis; all of the latter are now well. 
Twenty six (24.7%) were operated upon later for 
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renal tuberculosis; these also are all in good health. 
Two patients developed bone tuberculosis later 
and these are still under treatment. Four (3.6%) 
have died of generalized tuberculosis, and 6 (5.4%) 
have died of causes other than their tuberculous dis- 
ease. The remaining 41 patients (38.4%) have re- 
mained well and have never shown any other evi- 
dence of the disease. 

However, these figures do not adequately portray 
the success attained in this material. In 73 of these 
patients the epididymitis represented the first evi- 
dence of the disease and in 32 of these (43%), 
tuberculous complications were found elsewhere 
later; in 41 (57%) no tuberculous complications 
were ever found. Operation was instituted at once 
in all of these cases and in 60 per cent of them the 
single operation resulted in permanent cure of all the 
tuberculous manifestations. The author believes 
that this result was so dramatic that it pointed the 
way for a change in the method of treatment of tu- 
berculous epididymitis. 

The operation of choice has been epididymectomy 
or even epididymectomy with partial resection of the 
testicle because of the impact of unilateral orchec- 
tomy (castration) on the usually depressed psyche 
of these predominantly youthful individuals. There 
is, of course, also the possibility of bilateral involve- 
ment and the necessity of removal of the opposite 
testicle. As a rule, the incision is placed rather high 
toward the base of the scrotum after preliminary 
ligation of the vas. The testicle is then pulled up 
into the wound and the epididymis is separated, care 
being taken to avoid injury to the testicle and the 
arteries supplying it. In the presence of scrotal fis- 
tula, following the preliminary ligation of the vas, 
the epididymis is removed en bloc with as much as 
iecessary of the attached scrotal tissues to leave a 
clean wound. A scrotal drain may be left in place 
for a few days, and the patient is ultimately dis- 
patched to a mountain resort for 1 or 2 months before 
being permitted to return to work. Asa rule, the post- 
operative course is symptomless. The patient’s tem- 
perature becomes normal. Any remaining tubercu- 
lous foci (prostatitis, seminal vesiculitis) begin at 
once to show that the condition is improving. In 
this material there have been no secondary opera- 
tions on the prostate or vesicles. Preventive vasec- 
tomy was not done, as the condition may become 
bilateral and then every effort must be directed to 
preserving the reproductive capacity of the young 
male patients. As a rule the surgical treatment pre- 
ceded the instrumental examination of the urinary 
tract, and no attempt at instrumentation was done 
until after healing of the secondary foci in the pros- 
tate and seminal vesicles occurred. 

Joun W. BRENNAN, M.D. 


Riba, L. W.: Operation for Varicocele. J. Urol., 


Balt., 1947, 57: 889. 
Riba states that there are two anastomosing 
venous drainage systems. The deep system consists 
mainly of the internal spermatic vein, the ductus 
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deferens vein, and the external spermatic vein. The 
superficial system consists of the superficial and in- 
ferior epigastric veins, the superficial internal circum- 
flex veins, and the scrotal tributaries of the super- 
ficial and deep external and internal pudendal 
branches. These superficial veins communicate with 
each other and connect with the external spermatic 
vein of the deep system through the cremasteric 
branches at the external ring. On an anatomical 
basis, excision of the internal spermatic vein without 
destruction of the anastomosing branches linking the 
deep and superficial systems would seem to be the 
operation of choice. The improved circulation should 
prevent further testicular atrophy. 

Conventional varicocelectomy frequently does not 
relieve the symptoms, and at times the operation 
seems to aggravate symptoms. The author describes 
23 cases in which excision of the internal spermatic 
vein was performed. Sixty-five per cent of the pa- 
tients were given sodium pentothal intravenously 
and spinal anesthesia. A 5 or 6 cm. incision was made 
over the left inguinal canal 1 cm. above the external 
inguinal ring (the latter should not be divided). 
Hemorrhage must be avoided. Eye surgery instru- 
ments are valuable. After exposure of the cord, the 
inguinal portion of the vein is readily exposed by 
incision of the infundibuliform fascia immediately 
covering it. Without bleeding, the vein in one or more 
trunks may be easily dissected away from the under- 
lying spermatic artery. Three or more centimeters of 
the vein are resected. The cut ends are ligated with 
nonabsorbable sutures, and the fascia is closed trans- 
versely over them. A search is made for a hernial 
sac, and, if present, a herniorrhaphy is performed. 
The fascia of the internal oblique muscle is sutured 
to the inguinal ligament (silk or cotton sutures are 
used for closure), and the scrotum is placed in a 
suspensory. The patient is kept in bed from 7 to 10 
days. Scrotal amputations are unnecessary. Eighty- 
seven per cent of the patients had relief from their 
symptoms and were satisfied. All of the varicoceles 
shrank after surgery. Davin RosensBtoom, M.D. 


Engle, E. T.: The Testis Biopsy in Infertility. J. 
Urol., Balt., 1947, 57: 789. 


Engle states that an understanding of the basic 
cause of azoospermia or oligospermia cannot be ob- 
tained by the sperm count alone. The testis biopsy 
affords important and frequently crucial informa- 
tion in these cases. The testis biopsy and semen 
analysis should be studied together; each method is 
supplemental to the other. 

In many cases of azoospermia there is a history of 
gonorrheal infection with bilateral epididymal occlu- 
sion. If the epididymis is found to be indurated on 
examination, and there is a lesion in the lower por- 
tion of it, the cause of the azoospermia is known to be 
blockage of the excurrent ducts of the testis. If 
vasoepididymal anastomosis is desired, a testis 
biopsy is urgently indicated. The biopsy will indi- 
cate those cases in which the testes are actually pro- 
ducing spermatozoa and in which an attempted 
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TABLE I.—SEMEN ANALYSIS AND TESTIS BIOPSY 








Semen analysis Testis biopsy 





1. Normal sample 








a. With demonstrable occlusion 
r. Normal tubules 
2. Disturbed spermatogenesis 
b. Without demonstrable occlusion 
1. Normal tubules 
2. Progressive tubular fibrosis 
3. Germinal aplasia 
4. Spermatogenic arrest (to sperma- 
| tocyte I) 
a. With high frequency of abnormal sperm- 
atozoa 
1. Incomplete maturation 
2. Progressive tubular fibrosis 
b. Inflammation and infection 


2. Azoospermia 








3. Oligospermia 








anastomosis is justifiable, and will eliminate those 
in which the testis itself is inadequate. A normal 
testis with adequate spermatogenesis may be re- 
vealed at biopsy even though there is bilateral oc- 
clusion. 

The most frequent cause of azoospermia is mechan- 
ical blockage of the duct system of the testis. Pri- 
mary atrophy associated with thickening and hyalini- 
zation of the wall of the seminiferous tubules is com 
mon even in young men. In old age testicular atro- 
phy resulting from tubular fibrosis is common, but 
this condition is not restricted to the older age groups 
alone. In the author’s series of patients from 30 to 
40 years of age, the lesion showed characteristic 
changes involving the tunica propria and the base- 
ment membrane of the tubule. The tunica propria 
showed an increased thickness due to lamination and 
hyalinization of the collagenous fibers. The base- 
ment membrane was demonstrably thickened, but 
toalesser degree. The epithelium in various tubules 
showed several stages of atrophy and denudation. In 
tubules which were completely fibrosed, no residual 
lumen and no epithelium were left. In the tubules 
with a lesser degree of atrophy, all epithelium was 
lost at times except the Sertoli cells. Among the 
fibrosed tubules there were some with seminiferous 
epithelium containing several stages of spermato- 
genic cells. An occasional sperm head in the testis 
tubules was seen even in cases with no sperm in the 
semen specimens. No lesions were demonstrated in 
the arterial system of such testes. The interstitial 
cells were normal in number and secretory in ap- 
pearance. 

Because this is a lesion occurring in younger men, 
but found in increasing frequency in each successive 
decade, the author has called the condition progres- 
sive tubular fibrosis. There is no known cause for 
this type of fibrosis although it is presumably not of 
endocrine or nutritional origin. The process is ap- 
parently irreversible and there is no evidence that its 
course can be arrested. Fibrosis of the tubule in 
younger men implies no impairment of the andro- 
genic function or hormone production. 

Germinal aplasia is characterized by complete or 
almost complete absence of all cells of the germ cell 


type, including the parent cells, the spermatogonia. 
The tunica propria is not thickened or hyalinized. 
The contour of the tubules is regular, and they are 
not shrunken as in progressive tubular fibrosis. The 
only epithelial cell present within the tubules is the 
sustentacular cell of Sertoli. Because of the absence of 
cells of the germ cell type, this condition is called 
germinal aplasia. However, the term does not indi- 
cate whether this absence of germ cells is congenital 
or a result of later tissue injury. 

The Sertoli cell of the testis tubule is recognized 
primarily by its nucleus. The nucleus is ovoid and 
has a brightly staining nucleolus. There is frequently 
a groove on the surface of the nucleus, which may 
give it the appearance of a grain of “puffed wheat.” 
The cytoplasm of the Sertoli cell is vague in outline 
and is but faintly acidophilic. Cell membranes can 
be distinguished only at the base of the cell. The 
apex of the cell apparently consists of diffuse cyto- 
plasm without a definite cell membrane. The Sertoli 
cell is structurally quite unlike any spermatogenic 
cell in the testis tubule. The interstitial cells are 
normal in character and number. This condition is 
found after irradiation of the testes and in cryptor- 
chid testes of late adolescents. The author was un- 
able to elicit any pertinent causative history in the 
series, however. 

No history of cryptorchidism, radiation, continued 
febrile disease, or of industrial experience which 
might be a contributing factor was found in these 
cases. The authors describe germinal aplasia as a 
pathological condition in otherwise healthy young 
men which was little known previously. Since the 
tubules are denuded of even the spermatogonia, 
these cases do not hold promise for any type of 
therapeutic management. 

Another pathological condition of the testis is 
described which is characterized by tubules of nor- 
malsizeand configuration with normal spermatogonia 
and a great abundance of large primary spermato- 
cytes, but no further stages in spermatogenesis. The 
large primary spermatocytes cannot be confused with 
any other cell in the tubule. They are the largest 
cell present, with distinct cytoplasm and a large 
nucleus. The chromatin of the nucleus in the usual 
resting stage is very distinct. In these cases sperma- 
togenesis proceeds uniformly throughout spermato- 
gonial division to the formation of the primary 
spermatocyte. These cells do not then divide again 
to form secondary spermatocytes; cell division is 
halted at this stage, and so the designation of sperma- 
togenic arrest is made. Reduction division does not 
occur, there are no secondary spermatocytes, and 
there is an abundance of cellular debris in the lumen 
of the tubule, which indicates that the primary sperm- 
atocyte, failing to undergo reduction division, soon 
disintegrates. The testis of the hypophysectomized 
rat is quite similar to the testis found in the cases 
described and designated as spermatogenic arrest. 
In the rat in which the pituitary gland is removed 
before sexual maturity, the spermatogenic cells 
develop normally through the stage of the primary 
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spermatocyte and no further. Secondary spermato- 
cytes are not formed. In the rat hypophysectomized 
after sexual maturity, a regression of the epithelium 
of the seminiferous tubules occurs. All mature 
sperms and secondary spermatocytes disappear, but 
mitotic activity continues in the primary spermato- 
cytes. This condition in the rat is quite similar 
histologically to that seen in the cases of spermato- 
genic arrest in man. In these cases there was no evi- 
dence of hypopituitarism or hypothyroidism. Repair 
of this condition in the rat occurs promptly after the 
application of gonadotropic hormones. The author 
was unable to elicit evidence that the gonadotropic 
hormones which are available for clinical use repairs 
this type of testicular deficiency in man. 

The effects of the removal of the hypophysis in the 
rhesus monkey are significantly different’ from 
those in the rat. In the monkey, the atrophy of the 
testis after hypophysectomy is more extensive than 
in the rat. The seminiferous epithelium very largely 
disappears. Primary spermatocytes do not remain as 
in the rat. A few of the original spermatogenic and 
the Sertoli cells remain. This is the common con- 
dition seen in the testis of boys and young adolescents 
in whom other metabolic disturbances of hypo- 
pituitarism occur. 

These three categories of testis pathology represent 
diverse histological states and exhibit azoospermia of 
gonadal origin, but there is no known therapeutic 
medium which will restore spermatogenesis in these 
testes. 

Patients with oligospermia, with sperm counts 
ranging from very few sperms up to from 40 to 60 
million, are much more difficult to classify on a 
morphological basis. Some of the testes from these 
patients represent early stages of progressive tubular 
fibrosis in which many tubules are structurally nor- 
mal, but in which the total sperm production is seri- 
ously reduced. The overall impression obtained 
from an examination of testis biopsies from cases 
with oligospermia is that there is a reduced rate of 
spermatogenesis. In any normal testis, not all stages 
of spermatogenesis are usually found in every cross 
section of a tubule. One area will show the primary 
spermatocyte in preponderance. In a second area 


the secondary spermatocyte will be most numerous, 
while in a third, maturing sperms will be enmeshe1 
within the cytoplasm of the sustentacular Sertoli 
cells. The tubules of testes which produce a small 
number of sperms have all of the components of the 
normal testis. Each cell is represented in proper pro- 
portion, but all are apparently reduced in number. 
It must be stated that this is an impression, because 
no counts or statistical evaluations have been made. 

Even though there is an abundance of tubules with 
all stages of spermatogenesis, the spermatids may 
not mature into spermatozoa. This transition from 
spermatid to spermatozoa is, histologically speaking, 
a process of eliminating excess cytoplasm. Other 
unknown metabolic processes occur during this 
ripening process. It does appear, however, that much 
of the maturational process must take place while 
the sperm cell is enmeshed within the cytoplasm of 
the Sertoli cell. This is the state in which most 
tubular spermatozoa are found in the normal testis. 
In the normal testis, free spermatozoa are rarely seen 
in the lumens of the tubule. In testis biopsies of 
patients with oligospermia, the spermatozoa fre- 
quently are found as free cells in the lumen of the 
tubule. The spermatozoa are apparently not under- 
going the needed maturation within or in contact 
with the cytoplasm of the sustentacular cell of 
Sertoli. The causes for these various testis tubule 
disturbances are obscure, although obesity and hypo- 
thyroidism associated with oligospermia, as well as 
parotitis with associated orchitis, may be a contri- 
buting cause. 

Histological evidence of inflammation and infection 
in the testis is not common, and is rarely seen in the 
cases in which the primary complaint is infertility. 
Charny has described conditions resulting from 
“toxic states,” which do not have a characteristic 
pathology. Doubtless, many toxins affect the cyto- 
logical condition of the testis adversely, but it is ex- 
ceedingly difficult to determine what such substances 
may be. Indeed, surgical manipulation of the tissue 
and poor fixation of the biopsy cause much cellular 
distortion which might be interpreted as being due to 
some hypothetical noxious agent. 

Davip RosensBiLoow, M.D 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Ferrero, C.: Jaffe-Lichtenstein’s Disease, Cystic 
Osteofibromatosis (La maladie de Jaffe-Lichten- 
stein, osteofibromatose kystique). Presse méd., 
1947, 55: 142. 

In 1938, Lichtenstein described a polyostotic fi- 
brous dysplasia consisting of a segmentary osteolytic 
process involving the diaphyses and metaphyses of 
the long bones. The disease begins in the medullary 
portion of the bone and extends by progressive 
crosion into the cortex. Cystic or vaguely defined 
lesions develop insidiously until claudication or spon- 
taneous fracture occurs as the first clinical evidence 
of the disease. While the condition is more common 
in the first two decades of life, it is also occasionally 
observed in older subjects with a history of repeated 
fracture. Pain is present only following fracture or 
when the lesion causes compression of a nerve. Mo- 
bility is not affected and the joints are intact. The 
blood chemistry is normal except in extreme cases. 
Roentgen examination reveals bone cysts, and prac- 
tically normal consolidation of fractures with oc- 
casional osteomalacial callus. The structure and 
shape of the long bones are changed. Processes of 
extension or partial regeneration may confuse the 
image. 

The most frequent localizations are the neck of the 
femur, the tibia, cranium, pelvis, ribs, phalanges, 
vertebrae, scapula, clavicle, metacarpals, and other 
bones, in the order given. 

The enlarged medullary cavity surrounded by an 
attenuated cortex is filled with fibrous tissue. The 
medullary tissue is replaced by a fibroma with pale, 
fusiform cells which become progressively imma- 
ture toward the periphery. The fibroma invades the 
cortex by peripheral extension via the haversian 
canals. Vascularization is poor and hemorrhagic foci 
are rarely encountered. The arterial changes resemble 
somewhat those seen in neurofibromatosis. There is 
no inflammatory reaction and no marked osteoclasis 
or features characteristic of Recklinghausen’s osteitis. 
The disease progresses by stages, with remissions 
occasionally lasting for years, and, as a rule, final 
stabilization. The general health is not affected, and 
malignant degeneration is quite exceptional. The 
disease must be differentiated from Recklinghausen’s 
generalized fibrous osteitis and xanthomatosis. Cer- 
tain ‘‘formes frustes’’ of xanthomatosis are in reality 
Jaffe-Lichtenstein’s disease. 

Jaffe-Lichtenstein’s disease is caused by a defi- 
ciency of the bone forming mesenchyme, although 
some writers attribute the fibrous tissue to the ter- 
minal cicatricial stage of xanthomatic hemorrhages, 
or a quiescent stage of parathyroid osteitis. 

The author has observed an associated Albright’s 
syndrome in some cases and attributes the bone 


lesions to neurofibromatosis. Such an interpretation 
would explain the tumoral behavior of these lesions, 
the complex syndromes (Albright’s syndrome), and 
the presence in 1 patient of Jaffe-Lichtenstein’s 
disease plus the cardinal features of neurofibroma- 
tosis. Recent published cases would seem to support 
this theory. Also, leontiasis ossea with “‘pagetoid” 
roentgenologic features and multiple bone cysts may 
be merely a craniofacial localization of this disease. 
Further histologic studies will be needed to prove the 
author’s hypothesis that Jaffe-Lichtenstein’s disease 
is merely a skeletal localization of neurofibromatosis. 
EpITH SCHANCHE Moore. 


Aegerter, E., and Robbins, R.: The Changing Con- 
cept of Myeloma of Bone. Am. J. M. Sc., 1947, 
213: 282. 


More than 1,000 cases of myeloma are reported in 
the literature, and the authors add their 13 cases from 
Temple University Hospital, only to discuss the 
change in concept of the disease which has developed 
in the past 10 years. The change in concept involves: 
(1) a better understanding of the subtypes, (2) its 
complex cytogenesis, (3) recently developed labora- 
tory diagnostic procedures, and (4) the nature of 
bone demineralization which it induces. 

Three subtypes must be recognized. The classical 
type occurs as multiple tumors arising in red marrow, 
simultaneously or successively over several months. 
Seven of the 13 cases studied were of this type. 
Tumors arise always where red marrow is found. 
They are found preponderantly in flat bones where 
such marrow is found, in the age group from 4o to 60 
years, which is commonly affected. In the rare young- 
er patient the long bones will be affected if the red 
marrow is still active there. The lytic action of the 
tumor on contiguous bone makes roentgen ray films 
of the flat bones often diagnostic. A second subtype 
is the so-called ‘‘solitary myeloma,”’ which is first 
seen as a single focus and may remain as such for a 
variable length of time. Four cases first seen in the 
single focus stage became multiple within 9 months. 

A third subtype is a myeloma so generalized that 
all red marrow seems simultaneously affected. This 
produces generalized demineralization of bone, and 
consequent changes in the blood. Two cases of this 
type in elderly persons were misdiagnosed by means 
of x-ray as senile, idiopathic osteoporosis. They 
both showed marrow replacement by tumor cells 
throughout the flat skeleton. All of these types may 
eventually produce extramedullary extensions or 
metastases. A soft tissue tumor morphologically in- 
distinguishable from some of the marrow tumors is 
different clinically to such an extent that it is not in- 
cluded here. 

The cytogenesis of myeloma is not well understood. 
The plasma cell myeloma is the most common, but 
not the only type. If we accept the concept that all 
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marrow elements are of mesenchymal origin, Ewing’s 
tumor might be classified in the myeloid group, and 
certainly its clinical features are not too dissimilar. 
Its site of predilection is consistent with the distribu- 
tion of red marrow in its age group. Aspirated sternal 
marrow has shown identical tumor plasma cells in 
patients whose tumors, when directly biopsied, 
showed myeloid types, and in those whose tumors 
were of the plasma cell type. The concept of Lowen- 
haupt and others, that the plasma cell type arises 
from the reticuloendothelial elements of marrow and 
spleen, likens myeloma to a diffuse process such as 
leucemia. Many and various views are propounded 
on the cytogenesis of this disease. 

The role of Bence-Jones protein, not as commonly 
present as previously thought, in the production of 
the frequently encountered renal insufficiency is dubi- 
ous. Hyperglobulinemia is encountered, and should 
be looked for, as well as hypercalcemia. A marked 
anemia is often encountered, and a nonspecific rise in 
the sedimentation rate. Needle biopsy of the single 
lesion can be done particularly when cortical de- 
struction is marked and pathologic interpretation is 
not difficult. 

Although spontaneous fracture of a flat bone is 
highly suggestive of myeloma, there is sufficient pain 
before the fracture occurs for earlier diagnosis of the 
disease. Thorough study of patients in this age group 
with localized flat bone or back pain would save con- 
siderable time and money. A diagnosis of idiopathic 
senile osteoporosis should not be accepted as proof of 
the absence of myeloma, but in the presence of flat 
bone pain, sternal puncture and other laboratory pro- 
cedures should be used to confirm the diagnosis. 

FRANCES E. BRENNECKE, M.D. 


Pontano, T.: Dorsal Kyphosis following Tetany 
(Il gibbo dorsale tetanico). Riforma med., 1947, 61:1. 


The author briefly reviews the literature, showing 
that the first case of dorsal kyphosis following tetany 
was reported in 1905 by Hautech. He then presents 
21 cases of his own which he observed during the 
year of 1942. 

In 5 of his cases the kyphosis appeared between the 
fifteenth and twenty-fifth days, and in 16 cases be- 
tween the first and twelfth days. The majority of 
his cases occurred in infants. In some cases the ky- 
phosis remained, while in others it was transitory in 
type. The kyphosis in some cases was so mild that it 
was asymptomatic and was found only on careful 
x-ray study. 

Pathological specimens were examined in 3 cases, 
in 1 by the author. In none of them was there 
evidence of tuberculosis, toxemia, or neurotrophic 
changes. In all of the cases the cause was found to 
be mechanical compression. 

The cervical and lumbar vertebrae rarely become 
damaged because of their great mobility. Only the 
dorsal segment is injured because of the rigidity of 
this portion of the vertebral column. The area usu- 
ally damaged is from the third to the sixth dorsal 
vertebra. Caro Scupert, M.D. 


Valls, J., and Mascolo, D. T.: Osteochondritis Dis- 
secans of the Hip (Osteocondritis disecante de la 
cadera). Rev. As. méd. argent., 1947, 61: 29. 

Valls and Mascolo report 5 cases of osteochondritis 
dissecans of the hip. The first case was that of a 24 
year old man with pain in the right hip for nearly 5 
years. The pain was nonradiating, intermittent, and 
occurred especially after heavy exercising. Clinical- 
ly a decrease of 2 cm. in the size of the thigh and a 
slight limp were noted. X-rays disclosed a zone in the 
head of the femur which was the size of an almond 
and was separated from the rest of the epiphysis by 
a definite furrow. A fibrocartilaginous fragment was 
removed surgically. Two years later the patient 
showed no symptoms at all and no defect was noted 
in the femur roentgenologically. 

In the second case, that of a 17 year old boy, there 
was a decrease in the diameter of the right thigh and 
right leg. On x-ray examination the head of the femur 
appeared to be deformed with zones of variable 
density. Similar findings were disclosed in the third 
case, that of a 27 year old man. 

At surgical intervention in the fourth case, a bone 
fragment was removed. Seven months later the pa- 
tient appeared symptomless. The fifth case disclosed 
the typical appearance of the disease, but could not 
be followed up. 

The authors discuss briefly the pathogenesis, 
clinical and radiological picture, and treatment of 
the disease. Wit1aMm E. Ricketts, M.D. 


Sutro, C. J.: Prominent Inner Malleolus; A Cause 
of Painful and Enlarged Ankle Region. Am. J. 
Roentg., 1947, §7: 472. 


An abnormal prominence of the inner malleolus of 
the tibia was noted in each of 10 soldiers who had 
complained of recurrent pain and swelling of a single 
ankle. The soldiers sought permission to wear low- 
quarter instead of the high ‘‘G.I.” shoes. Clinical 
and roentgenological examinations were made of 100 
ankles in 50 soldiers who had no obvious disturbances 
of the feet or ankles, for purposes of comparison with 
the prominent and painful ankles in other soldiers. 
When lateral bowing of the distal third of the leg was 
present, the outline of the inner malleolus appeared 
to be unduly prominent. When the contour of the 
leg was straight, the projection of the inner malleolus 
was barely perceptible. In none of the 100 ankles was 
there any evidence of soft tissue thickening over the 
inner malleolus. An analysis of the roentgenograms 
indicated that the axis of the internal malleolus was 
approximately at 30 degrees to a perpendicular from 
the region of the articular surface of the distal end of 
the tibia. The width of the internal malleolus was 
commonly found to approximate 14/16 of an inch. 

Five of the 10 patients who had made requests to 
wear low-quarter shoes had suffered from a sprain or 
fracture of one ankle, 3 to 15 years prior to the first 
visit to the clinic. They complained of pain and 
swelling of a single ankle which was aggravated by 
the wearing of high shoes. In civilian life, they had 
worn low-quarter shoes and had experienced only a 
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minimal degree of pain and swelling. No evidence of 
any subcutaneous bursae was found, nor was there 
an unusual lateral bowing of the tibia. Each had 5 to 
10 degrees of restriction in the range of active and 
passive dorsiflexion in the affected ankle. Roentgeno- 
grams disclosed irregularity in the contour of the 
affected inner malleolus as well as an enlargement of 
the part, manifested by widths between 14/16 and 
18/16 of aninch. The malleolar angle ranged from 30 
to 35 degrees. “ooklike projections formed by peri- 
osteal proliferation in the region of the inner malle- 
olus were present. In 1 of the 5 there was present, in 
addition to the periosteal changes, a unilateral ac- 
cessory bone (os subtibiale) over the tip of the 
affected malleolus. 

In the remaining 5 patients, who did not experience 
any previous local trauma, roentgenographs revealed 
3 patients with trapezoid configuration or lateral 
bowing of the distal portions of both tibias. One 
patient had anomalous flat sessile mounds on the 
attenuated cortices of both inner malleoli. The re- 
maining patient showed a trapezoid configuration of 
the distal end of one tibia. All 5 patients demon- 
strated just above average determinations roentgeno- 
graphically for the malleolar angle and width. Sub- 
cutaneous soft tissue swellings were present only 
over the painful malleoli in each of these 5 patients 
and they formed a good part of the local prominence. 

Low-quarter shoes were prescribed to lessen irri- 
tation to the prominence. This, in conjunction with 
hydrotherapy, infra-red radiation, and limitation of 
military duties, resulted in definite alleviation of pain 
and diminution in the size of the soft tissue swelling. 
In no instance was the intrinsic shape or contour of 
the inner malleolus modified by this treatment. 

KENATH H. SPONSEL, M.D. 
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Lamphier, T. A., and Cashman, C.: Treatment of 
Chronic Osteomyelitis with Streptomycin. 
N. England J. M., 1947, 236: 318. 


There is no doubt that penicillin helped to eradi- 
cate and localize bone infections in World War II. 
Bacteremia and septicemia were rare, but many sol- 
diers returned with mixed infections that did not re- 
spond to penicillin. According to Abraham and 
Chain, gram-negative bacteria produce a penicillin 
inhibiting enzyme, called penicillinase. The gram- 
negative bacteria found most frequently, and con- 
sidered responsible for delayed wound healing were: 
Pseudomonas aeruginosa, Proteus vulgaris, and 
Aerobacter aerogenes. 

Azochloramid, acriflavine, and Dakin’s solution 
were of doubtful value. Careful removal of x-ray 
opaque and nonopaque foreign bodies or necrotic 
tissue is important. 

Four patients who did not respond to treatment 
with penicillin, sulfonamides, local antiseptics, and 
radical sequestrotomy were chosen for streptomycin 
therapy. The cultured bacteria were studied for 


streptomycin sensitivity in vitro. Three to four days 


after thorough wound débridement, gelafoam or fibrin. 


foam soaked in streptomycin was applied to the entire 
open wound; 150,000 units of streptomycin were used 
locally and 200,000 units were given intramuscularly 
every 3 hours. Pseudomonas aeruginosa was found 
highly resistant to streptomycin, both in vitro and 
in vivo, but preliminary treatment of the wound with 
I per cent acetic acid solution and subsequent careful 
irrigation with saline solution was successful in over- 
coming this obstacle. 

Three patients were treated with combined local 
and intramuscular streptomycin, and one was treated 
with local streptomycin alone. The results were grati- 
fying; skin grafting and secondary closure were made 
possible in a much shorter time. However, observa- 
tion for a period of several years will be necessary to 
exclude possible recurrences (previously observed in 
cases considered ‘‘cured’’). 

Pain from repeated injections of streptomycin was 
alleviated by the addition of procaine. No toxic re- 
actions were observed in this series. 

ARTHUR J. LESSER, M.D. 


Bateman, J. E.: Management of Extensive Com- 
plete Defects in the Long Bones. Am. J. Surg. 
1947 73: 423- 

In the repair of bone defects several preliminary 
steps have to be taken into consideration. 

In spite of very valuable chemotherapeutic agents 
no surgery should be done until 6 months have 
elapsed after the cessation of drainage from the area. 
The skin covering the bone defect must have a good 
blood supply and must not be adherent to the under- 
lying bone structures. A plastic procedure may be 
necessary. The suture of severed nerves is often in- 
dicated before repair of the bone defect is undertaken. 
Early nerve suture is beneficial and is not likely to 
activate previous infection. The existing bone defect 
may allow end-to-end nerve suture. Transplantation 
of the nerve will often facilitate repair of the bone 
defect. 

The author carried out experiments on beefbone 
grafts to determine the breaking point and resistance 
to torsion. He came to the conclusion that dual on- 
lay bone grafts are the most resistant to breaking 
(190 lb.) and torsion. Their use in the repair of bone 
defects is recommended. 

A brief analysis of different types and shapes of 
bone grafts is outlined. The repair of defects in in- 
dividual tubular bones is discussed in some detail 
with the help of diagrams and roentgenograms. 

GeorcE I. Rerss, M.D. 


Cabitza, A.: Indications and Limitations of Sur- 
gery in Ischemic Paralysis (Indicazioni e limiti 
nella chirurgia delle paralisi ischemiche). Chir. 
org. movim., 1946, 30: 311. 

The author discusses various forms of treatment 
which have been recommended for ischemic paralysis 
of the forearm. He reports 3 cases of his own giving 
the complete clinical details in each case. 
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In pronounced cases of ischemic paralysis he rec- 
ommends aponeurotomy and eventual open reduc- 
tion of the fracture, with surgery of the nerves and 
vessels if indicated. 

In mild cases of ischemic paralysis he recommends 
elastic traction and careful observation. 

In old cases he recommends the detachment of the 
insertions of the muscles from the epitrochlear region 
and plastic lengthening of the flexor tendons of the 
hand. Caro ScupeEr!, M.D. 


Jerre, T.: A Modification of the Nicola Operation 
for Recurrent Dislocation of the Shoulder Joint 
(Eine Modification der Nicola’schen Operations- 
methode bei habitueller Schultergelenkluxation). 
Acta chir. scand., 1947, 95: I. 


Recurrent dislocation of the shoulder joint has 
been of great interest to surgeons. In addition to op- 
erative procedures, different types of orthopedic 
appliances to prevent dislocation have been investi- 
gated. These appliances were designed to prevent 
the motions in the shoulder joint which might cause 
the humerus to dislocate, i.e., predominantly in ab- 
duction. Furthermore, the appliances gave addi- 
tional protection to the anterior aspect of the shoul- 
der joint in the usual anterior shoulder dislocations. 
Yet the disabling factor associated with the use of 
appliances is striking, and most likely this type of 
treatment has been completely abandoned except in 
cases in which a minor operation is contraindicated. 

Numerous operative procedures have been de- 
scribed, several of which are of historical interest 
only. Different procedures were tried to prevent 
redislocation of the shoulder joint, for example, re- 
section of the humeral head, arthrodesis of the 
shoulder joint, different types of capsulorrhaphy, 
deepening of the fossa glenoidalis, fixation of the hu- 
meral head to the acromion, the coracoid process, or 
the superior rim of the glenoid fossa by the use of 
wire, fascia lata, the long peroneus tendon, the long 
or short tendon of the biceps muscle, by elevation of 
the anterior rim of the glenoid fossa with the use of 
bone graft, os purum, or by elongation of the cora- 
coid process. Also, different muscle transplanta- 
tions, suture of the labrum glenoidale, or suture of the 
capsule directly to the bony rim of the glenoid fossa 
(in which holes were drilled prior to the suture of the 
capsule) were tried. It is beyond the scope of this 
article to discuss in detail all the suggested operative 
procedures. A short description of the Nicola opera- 
tion and its modifications will be given. 

In 1927, Heymanowitsch described an operative 
procedure for the treatment of recurrent dislocation 
of the shoulder joint, of which there were two modifi- 
cations. In the first modification the long head of 
the biceps muscle is severed close to its origin. Then 
a canal is drilled into the lateral aspect of the humer- 
us in an anterior inferior to posterior superior direc- 
tion. The tendon is then threaded through the canal 
and fastened to the acromion process. In the second 
modification the long head of the biceps is dissected 
out. However, the tendon is cut at the level of the 


surgical neck. Then a canal is drilled into the hu- 
meral head in such a manner that its superior open- 
ing comes to lie close to the origin of the tendon and 
the proximal glenoidal rim. The proximal portion of 
the tendon is then inserted into the proximal opening 
of the canal and pushed through the canal to emerge 
from its distal opening; it is then sutured to the distal 
end of the tendon. 

In 1929 Nicola described an operation (without 
mentioning Heymanowitsch) which differed in only 
minor details from the second modification of the 
Heymanowitsch operation. Nicola also frees the 
long head of the biceps up to its origin and severs it 
2.5 cm. distal to the transverse ligament (the trans- 
verse ligament extends from the greater to the lesser 
tubercle and bridges the intertubercular canal). Then 
a canal is drilled into the humeral head from a point 
just distal to the transverse ligament and in such 
direction that its proximal opening comes to the cen- 
ter of the humeral head. The proximal portion of the 
tendon is then guided through the canal from above 
downward and sutured to the distal end of the ten- 
don. Then the proximal portion of the tendon is put 
under tension and sutured to the periosteum near the 
transverse ligament to eliminate tension on the su- 
ture line between the proximal and distal portion of 
the tendon. This procedure is often referred to as 
the Heymanowitsch-Nicola operation or as the Nico- 
la operation. It is widely employed. 

Wahl described a modification of this technique in 
1931. The tendon of the long head of the biceps is 
dissected out and severed from 2 to 3 fingerbreadths 
distally to the greater tubercle. The distal portion 
of the tendon is then sutured to the periosteum with- 
in the intertubercular canal. A canal directed in a 
posteroinferior direction is drilled into the greater 
tubercle from the proximal portion of the intertuber- 
cular canal. The proximal portion of the tendon is 
threaded through the artificial canal, folded over the 
inferior bony rim and sutured to the adjacent struc- 
tures. 

In 1933 Hobart suggested a more anatomical 
course of the tendon through the humeral head with- 
out any sharp angulation and trauma to the tendon 
lying between the humeral and the glenoidal fossa. 

In 1933 Roberts published another modification. 

In 1934 Nicola again mentioned his method of re- 
pair incidental to a re-evaluation of his procedure. 
In this description of the procedure he states that the 
canal is to be constructed in such a way that its distal 
opening is located from % to 34 inch distally to the 
edge of the articular cartilage of the humeral head. 

In 1935 Hobart described a procedure in which two 
operations were combined. First the modification 
of the Nicola operation described by Hobart is used 
and this is followed by a Clairmont-Ehrlich muscle 
plastic operation. 

In 1935 Rupp sutured the tendon to the perioste- 
um of the intertubercular canal at the level of both 
tubercles. 

In 1940 Janek described a method similar to the 
Roberts modification, which had been used by Frej- 
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ka since 1933. Frejka frees the tendon of the long 
head of the biceps. Then the intertubercular canal is 
deepened and extended proximally. The tendon is 
then placed into the long and deep channel, short- 
ened distal to the intertubercular canal, and also 
sutured to the periosteum. The bone chips which 
were procured by the deepening of the intertubercu- 
lar canal are used to cover the tendon which lies in 
the depth of the canal. The following advantages 
as compared with the original procedure described 
by Nicola are cited by Frejka. Deepening the inter- 
tubercular canal is less difficult than drilling a canal 
through the humeral head. There is less damage to 
the articular cartilage. There is no need to open the 
capsule widely. The tendon of the long head of the 
biceps is not divided. Therefore, there is no danger 
of tearing of the sutures and slipping of the proximal 
portion of the tendon out of the canal, which might 
occur in Nicola’s procedure. 

In 1941 Ahlberg published a method which was 
said to have been used by Kjell-Bergman in 1934. 
The tendon of the long head of the biceps is freed 
and divided just distal to the greater tubercle. The 
distal portion of the tendon is sutured in the inter- 
tubercular canal under an elevated bone fragment. 
The proximal portion is placed medial to the lesser 
tubercle and sutured underneath a bone fragment 
raised in the lesser tubercle. Ahlberg considers the 
k jell-Bergman method a less drastic procedure. The 
division of the tendon which constitutes a drawback 
in the Nicola operation is decreased in this procedure 
because the tendon is fixed under a raised bone 
fragment. 

In 1945 Camitz mentioned another modification. 
The tendon of the long head of the biceps is dissected 
free. With the use of a chisel a channel is construct- 
ed “alongside and underneath the lesser tubercle and 
wide enough to allow the tendon to be placed into it. 
There the tendon-is fastened with catgut and with 
one or two silk sutures.” In his address at the meeting 
of the Swedish surgeons in 1942 Camitz stated that 
his method simply consists of freeing the long tendon 
of the biceps, after exposure of the joint, all the way 
up to its origin at the supraglenoidal tuberosity and 
far enough down to allow the tendon to be pulled 
over the greater tubercle and fixed in a channel 
underneath the lesser tubercle. 

In 1943 Stenport began to use the following meth- 
od in the repair of recurrent anterior dislocations of 
the shoulder joint at the Institute for the Crippled 
at Halsingborg. The patient is given ether anesthe- 
sia and his arm is placed on a table at go degrees 
abduction. <A pillow is placed underneath the shoul- 
der. A skin incision is made from the acromio- 
clavicular joint along the anterior border of the del- 
toid muscle distally for about 1o cm. The cephalic 
vein is located in the cleft between the anterior edge 
of the deltoid and the pectoralis major muscle. The 
deltoid n.uscle is retracted laterally and the pector- 
alis major and the cephalic vein are retracted me- 
dially. ‘The intertubercular canal is located by rota- 
tion of the arm. The trans.erse ligament bridging 


the intertubercular canal is cut and the underlying 


long tendon of the biceps is exposed. The tendon is - 


dissected free up into the shoulder joint, which makes 
it necessary to cut into the joint capsule. The arm is 
rotated externally to bring the lesser tubercle and the 
medially adjacent structures into the operative field. 
The tendon of the subscapularis muscle is severed at 
its insertion on the lesser tubercle and on the upper- 
most portion of the crest of the lesser tubercle. (Por- 
tions of the subscapularis muscle are also directly 
inserted on the joirit capsule.) With the use of a 
chisel, a channel is constructed just medial to the 
lesser tubercle. The tendon of the long head of the 
biceps is pulled out of the intertubercular canal and 
over the lesser tubercle and placed into the newly 
constructed channel medial to the lesser tubercle. 
The tendon is fastened to the bony walls with catgut 
and silk sutures. (In the more recent operations, 
bone chips which were procured by the construction 
of the channel were placed on top of the tendon to 
form a roof over it.) The previously cut tendon of 
the subscapularis muscle is resutured to the perios- 
teum of the lesser tubercle. The anterior edge of the 
deltoid and the pectoralis major muscle were approx- 
imated with 2 or 3 catgut sutures. The skin is united 
with silk or cotton sutures. The arm is placed im- 
mediately in go degrees of abduction and approxi- 
mately 30 degrees of flexion and maintained in this 
position in an abduction splint. The patient is 
allowed to become ambulatory after 2 days. The 
abduction splint is kept in position for 14 days (pre- 
viously it was kept on much longer). Then the pa- 
tient is allowed to use active motion and the treat- 
ment is completed by eventually adding passive 
motion, massage, and heat therapy. 

Nicola’s operation and its modifications are not 
based on any pathologicoanatomical considerations 
and have for their aim only the fixation of the humer- 
al head to the glenoid fossa. It has been established 
that there is a specific pathologicoanatomical cause 
for the recurrent shoulder dislocations which differs 
from the cause of common traumatic dislocation of 
the shoulder joint. The first dislocation in the re- 
current type of dislocation of the shoulder usually 
occurs in younger individuals, while the traumatic 
dislocation usually occurs in middle aged or older 
patients. The recurrent dislocation of the shoulder 
is very rarely associated with tear of the supraspina- 
tus tendon or fracture of the greater tubercle which 
is often found in traumatic dislocation of the 
shoulder. Various authors have stressed these and 
many other differences between recurrent and trau- 
matic dislocation of the shoulder joint. It was gener- 
ally assumed that a traumatic dislocation of the 
shoulder becomes a recurrent type of dislocation 
because of a constitutional tendency, primary defor- 
mity of the humeral head, tear of the supraspinatus 
tendon and the subsequent loss of stability of the 
joint, or a congenital predisposition. 

Bankhart emphasized in 1938 that the recurrent 
and the traumatic dislocations of the shoulder joint 
are two different diseases, each type with its particu- 




















SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 393 


lar pathologicoanatomic basis. According to Bank- 
hart, extreme abduction causes traumatic dislocation 
of the shoulder joint. The proximal portion of the 
humerus is pushed against the acromion and the 
head is lifted over the inferior rim of the glenoid 
fossa and out of the joint by tearing the capsule in 
the same area. This tear readily heals and this is why 
a traumatic dislocation never turns into a recurrent 
type. The anterior recurrent dislocation of the 
shoulder joint is caused by trauma to the shoulder 
with a force directed in a posterior-anterior line. It is 
either a direct trauma to the shoulder joint or a force 
which is transmitted to the longitudinal axis of the 
humerus, for example, a fall on the slightly laterally 
and posteriorly deviated elbow. Such an injury 
pushes the humeral head anteriorly out of the joint, 
between the glenoid fossa and the labrum glenoidale 
which is torn loose from its bony insertion on the 
glenoid fossa. The labrum glenoidale, composed of 
cartilage, does not tend to unite with the bony rim 
of the glenoid fossa and this is why this type of dislo- 
cation becomes a recurrent dislocation of the shoul- 
der joint. Bankhart was able to demonstrate these 
lesions in 27 consecutive patients who were operated 
upon. Hybbinette also found almost similar lesions 
of the capsule and the labrum glenoidale in his cases, 
which he repaired following his own intra-articular 
procedure. Bost and Inman operated in 10 cases 
and Watson-Jones in 34 cases, following Bankhart’s 
procedure, and were able in all cases to confirm 
Bankhart’s findings. Meyers published a series of 31 
cases in which operation was done according to Bank- 
hart’s procedure or some modification of this meth- 
od. In all these cases a tear of the labrum glenoidale 
or a tear of the capsule near the glenoidal fossa was 
found. Watson-Jones states, however, that in order 
to discover the tear it is necessary to sever the cora- 
coid process, to cut the tendon of the subscapularis 
muscle and to dissect it away from the capsule, to 
open the joint capsule and to force the humeral head 
out of the joint by having an assistant apply traction 
to the arm. On the other hand, Odgers and Hark 
were able to demonstrate the tear in only 3 of 12 
operations. Magnuson contends that this lesion is 
of no importance and was able to find it in only a few 
cases. Whether the tear of the labrum glenoidale 
occurs only in a few cases of anterior recurrent dislo- 
cation of the shoulder joint or whether, according to 
Watson-Jones, it actually composes the essential 
anatomical defect, is irrelevant if Nicola’s operation 
or its modifications are used, since this procedure, as 
previously mentioned, does not aim to repair the 
anatomical defect but is solely concerned with fas- 
tening the humeral head to the glenoid fossa. 

Since 1943, 9 cases of anterior recurrent dislocation 
of the shoulder joint were operated upon at the In- 
stitute for the Crippled in Halsingborg by the men- 
tioned modification of Nicola’s operation. A more 
detailed description of these cases is outlined. 

Of all the 9 patients operated upon, 1 could not be 
located for follow up examination. One died of an 
intercurrent disease, but showed a good reconstruc- 


tion of the shoulder joint; this patient had no com- 
plaints prior to her death. The follow up period was 
short in 1 case, but it lasted from 1 to 3 years in the 
rest of the cases. There were no recurrences. The 
periods of hospitalization and of inability to work 
after the operation were short as compared with 
other procedures used in the repair of recurrent 
dislocation of the shoulder joint. Persistent symp- 
toms were absent or very slight. 

By using the modification of the Nicola operation 
certain advantages were gained which may be sum- 
marized as follows: 

1. The operative technique is less difficult. 

2. The. operation is a minor one and does not 

necessitate wide exposure of the joint. 

3. There is no injury to the articular cartilage. 

4. The tendon of the long head of the biceps is 

not divided. 

Finally, it should be emphasized that the ten- 
don which is used to secure the humeral head in the 
glenoid fossa is fastened medially on the humeral 
head in this modification. This is important from 
the mechanical point of view, a fact which, among 
others, was stressed by Kapel and Nicola. 

The early results obtained by using the modifica- 
tion of the Nicola operation can be classified as very 
good. It is impossible to state whether the final re- 
sults will be just as good since recurrences may occur 
very late. In comparing the results of the Nicola 
operation and its modifications with the Eden- 
Hybbinette and Bankhart methods one finds that 
the end-results are worse following Nicola’s method. 
In 1934 Nicola himself reviewed 32 cases which he 
operated upon since 1928. Recurrence occurred in 
only 1 case and only once. In the same publication 
Nicola mentions the fact that he learned of 3 recur- 
rences which occurred in patients who were operated 
on in accordance with his own method but by other 
surgeons. Two of these 3 patients were reoperated 
upon. It was found that in 1 case the canal through 
the head of the humerus was much too large which 
allowed the tendon to slide up and down, and eventu- 
ally caused it to tear out. In the other case the canal 
was found to have been wrongly placed which 
caused the humeral head to be unfavorably fixed to 
the glenoidal fossa. These recurrences were due to 
faulty technique rather than to inefficiency of the 
method of repair. Roberts, Burnet, Frejka, and 
Camitz also were able to show successful results 
with the various modifications of the Nicola oper- 
ation. Ahlberg published 4 cases without recur- 
rences in which operation was done by the Kjell- 
Bergman modification. On the other hand, Watson- 
Jones reported that he operated upon 18 patients 
according to Nicola’s method. There were recur- 
rences in 5 of the cases. Hublin used the Heymano- 
witsch method in 9 cases. Recurrence occurred in 2 
cases 3 years after the operation, and after a re- 
evaluation carried out at a later date it was found 
that all 7 patients who could be located had recur- 
rences. Finally, Thomason stated that 32 recurrences 
(14%) occurred in 225 patients (published in the 
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literature) who had been operated on by suspen- 
sion methods. 

The Eden-Hybbinette operation was very success- 
ful. Dahlgren published a series of 39 cases in which 
operation had been done according to the Eden- 
Hybbinette method. One patient died of pulmonary 
embolism, 2 patients never obtained full range of mo- 
tion, 2 patients had recurrences after a bad trauma 
but there were no recurrent dislocations afterward; 
spontaneous recurrences did not take place. Thom- 
ason who added 8 cases to the literature, which were 
operated on according to the same method without 
recurrence, gathered all the published cases which 
had been treated by different surgeons according to 
the Eden-Hybbinette method. He succeeded in col- 
lecting 169 cases which were treated according to 
this method, with only 1 spontaneous recurrence. 

Bankhart’s method of repair also has given very 
satisfactory results. Bankhart himself reported a 
series of 27 consecutive cases without recurrence; 
Watson-Jones, 34 cases without recurrence; Odgers 
and Hark, 12 cases without recurrence; Bost and 
Inman, 10 cases with 1 recurrence in an epileptic; 
and Meyers, 31 cases treated by Bankhart’s method 
or one of its modifications without recurrence. 

The results of the operations of Eden-Hybbinette 
and Bankhart are very satisfactory as far as the 
number of recurrences are concerned and the results 
were better than those obtained with Nicola’s meth- 
od. The fact that the severed tendon is a weak point 
in Nicola’s method is clear, this being stressed, 
among others, by Watson-Jones and Frejka. Frejka 
states: “If the periosteal suture of the tendon relaxes, 
not only is the tendon itself weakened but also fas- 
tening of the shoulder joint is not achieved.” In 
Watson-Jones’ series of 18 cases treated in accord- 
ance with Nicola’s operation, not less than 5 recur- 
rences occurred. Among those, 4 were reoperated 
upon following another method. It was found that 
the tendon was torn in every one of these cases. 
Hublin reports that in 1 patient who had a recur- 
rence after a Heymanowitsch operation the tendon 
also was found torn but in addition it was found 
atrophied and stretched to such a degree that it was 
unable to give even the least amount of fixation of 
the humeral head to the glenoid fossa. Frejka’s, 
Roberts’, and Camitz’ modifications do not require 
division of the tendon. Roberts operated in 2 cases 
using his own modification without recurrence. 
Frejka operated in 5 cases with 1 recurrence. Camitz 
reported a series of 13 cases. He stated that in 1940 
he began using his new modification without division 
of the tendon of the long head of the biceps. He 
operated in 10 cases since 1940. One patient had 2 
recurrences. 

The modification of the Nicola operation used at 
the Institute for the Crippled in Halsingborg has 
some advantages as compared with the original 
Nicola operation. This operation is preferable to the 
Eden-Hybbinette and Bankhart operations because 
the procedure is less severe, the technique less diffi- 
cult, and the hospitalization and loss of working 
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time much shorter. Even if some recurrences take 
place at a later date, there is the advantage that a 
great number of patients are cured by a minor and 
technically easier operation. There was no need to 
subject them to the major operation of Eden- 
Hybbinette or of Bankhart with its associated dan- 
gers. Due to the less extensive operation on the 
shoulder joint and its surrounding structures a possi- 
ble second operation because of recurrence is not 
made too difficult. However, this would be the case 
if the Eden-Hybbinette or Bankhart operation had 
been used. 

In the summary the author describes a modifica- 
tion of the Nicola operation for anterior recurrent 
dislocation of the shoulder joint which Stenport 
started to use at the Institute for the Crippled in 
Halsingborg in 1943. On the whole, 9 patients were 
operated upon according to this method. One of 
them could not be traced for re-examination. There 
were no recurrences. This method is recommended 
as it isa minor procedure, the technique is simple, the 
periods of hospitalization and inability to work are 
of short duration, and, eventually, there are very 
minor residual complaints or none at all. 

GrorcE I. Reiss, M.D. 


De Marchi, E.: Contribution to the Surgical Treat- 
ment of Painful Sacralization of the Lumbar 
Spine (Contributo al trattamento chirurgico della 
sacralizzazione dolorosa della V lombare). Chir. 
org. movim., 1946, 30: 438. 

According to popular opinion, sacralization of the 
fifth lumbar vertebra serves as a mechanical factor 
which is responsible for pressure on the nerve trunks; 
hence the conclusion that removal of the apophysis 
is indicated to relieve pain. The author disagrees 
with this concept and recommends apophysectomy 
of the fifth lumbar vertebra only after all conserva- 
tive methods have failed. The main indication for 
the operation is a definitely identified sacroapophyseal 
arthrosis, especially if it is associated with a persistent 
deviation of the spine. The surgical intervention 
causes a considerable trauma and is not without 
danger. A coexistence of other pathologic lesions 
such as vertebral arthrosis or interapophyseal ar- 
throsis must be excluded before operation is advised. 
Radicular symptoms may be due not to sacralization 
but to a concomitant hernia of an intervertebral disc; 
therefore myelography should be employed in every 
case to exclude the presence of such lesions. 

The author reports 7 cases in which apophysectomy 
was performed with good results. 

Josepn K. Narat, M.D. 


FRACTURES AND DISLOCATIONS 


Lingley, J. R., and Robbins, L. L.: Fractures follow- 
ing Electroshock Therapy. Radiology, 1947, 48: 
124. 

Since 1935, when Sakel in Vienna first reported 
insulin shock therapy for psychosis, methods of pro- 
ducing shock have been expanded and their use has 
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rapidly increased. Concurrently, complications fol- 
lowing, and contraindications to, shock therapy have 
been reported. In 1939, Polatin reported 51 cases of 
compression fracture of the thoracic vertebrae after 
metrazol treatment at the New York State Psychi- 
atric Institute. This was a 43.1 per cent incidence, 
most cases showing multiple fractures, of from 1 to 
8 thoracic vertebrae. Fracture of the pelvis, acetab- 
ulum, humerus, clavicle, and scapula, as well as 
dislocation of the jaw, has been observed. The most 
frequent lesion is fracture of the spinal column, 
usually the thoracic portion. 

Many methods for the prevention of such trauma 
have been resorted to, including mechanical restraint, 
no restraint, and the use of spinal anesthesia and 
drugs such as curare. No method has yet proved 
completely successful. In spite of contradictory re- 
ports, the consensus of opinion appears to be that 
spinal fractures, except for pain, are relatively in- 
significant. Fractures of the long bones or of the 
pelvis are more serious complications. Since some of 
the femoral fractures are subcapital, tabetics or pa- 
tients having had previous irradiation of the femoral 
neck area should probably not receive shock therapy. 

Easton and Sommers reviewed 800 cases treated by 
shock therapy to compare the incidence of fracture 
in those given preshock curare and those not so pre- 
pared. Of the entire group of patients, 26.1 per cent 
incurred vertebral fractures, and of the 275 who re- 
ceived curare, 5.8 per cent had fractures of the spine. 
The highest incidence of fracture occurred in patients 
under 21 years of age, which substantiated Blumen- 
thal’s assertion that the muscularity of the patient 
plays an important role in the causation of fractures. 
The fourth, fifth, and sixth thoracic vertebrae were 
most frequently affected. Patients whose bones ap- 
peared osteoporotic before treatment had an inci- 
dence of fracture which was double that of those 
whose bone density was roentgenographically normal. 

The authors’ study was carried out at McLean 
Hospital, Waverly, Massachusetts from September, 
1940 through February, 1946. In this period 230 pa- 
tients received electroshock therapy ranging from 
one treatment to several series of treatments. The 
electriccurrent was calculated to produceaconvulsion 
of 45 seconds duration. Five trained attendants held 
the patient just enough to prevent sudden hyper- 
flexion, and to absorb the initial shock of the con- 
vulsion. Routine x-rays of the thoracic and lumbar 
spine were taken before therapy, and afterward if the 
patient complained of pain or had any objective find- 
ings suggestive of fracture. 

Of the 230 patients studied, 53, or 23 per cent, sus- 
tained fracture of one or more bones, including 110 
vertebrae. The incidence of fracture was greater in 
males than in females, and in the young and the old 
rather than in the middle-aged. 

Regardless of the method by which the convulsion 
is produced, it would seem that its severity is a great 
factor in the number of fractures incurred as well as 
in their location, Certain pre-existing conditions 
of bone, notably osteoporosis and malignancy, ap- 


pear to contraindicate shock therapy as they render 
bone much more susceptible to fracture. 
FRANCES E. BRENNECKE, M.D. 


Massera, L.: The Histopathological Aspects of 
Koehler’s Disease of the Metatarsal Bones 
(Sul quadro isto-patologico della malattia meta- 
tarsale di Koehler). Chir. org. movim., 1946, 30: 302. 


The author reports 2 personal cases of Koehler’s 
disease in which the involved metatarsal head was 
resected and studied. Numerous previous reports on 
the microscopic pathology have been presented in 
the past. The author believes that the differences 
are based purely on the stages of the disease at the 
time it was studied. 

It is the author’s opinion that the changes in the 
metatarsal heads are explainable on the basis of nu- 
tritional disturbance of the bone. In the pathological 
specimens there is edema of the tissues, later followed 
by necrosis of the bone and cartilage. Impaired cir- 
culation due to trauma is probably the cause of the 
condition in most cases. CaRLO ScupERI, M.D. 


ORTHOPEDICS IN GENERAL 


Bennett, R. L.: Convalescent Care of the Weak- 
ened Shoulder, with Particular Reference to 
the Use of the Overhead Sling. South. M.J., 1947 
40:1 20. 


Weakness of the muscles of the shoulder girdle 
results from central and peripheral nerve lesions, as 
well as traumatic lesions about the shoulder that re- 
sult in disuse and limited mobility. Among the 
causes of muscular weakness are acute anterior poli- 
omyelitis, polyneuritis, Erb’s palsy, brachial plexus 
injuries, and other purely motor nerve conditions, 
fractures, dislocations, contusions, sprains, bursitis, 
tendonitis, fibrositis, the scalenus anticus syndrome, 
and other local bony and soft tissue lesions. 

Functional capacity depends upon 3 factors, name- 
ly, range of motion, muscle group strength, and co- 
ordination of muscle action. The articulations must 
have a free and painless range of motion. 

Efforts to restore or maintain a functional range of 
motion to the shoulder must be started just as soon as 
the medical condition of the patient permits. At 
first all mobilization should be passive and as painless 
as possible. In repose the patient should rest on his 
back with a pillow holding the arm at about 40 de- 
grees from the body, the elbow semiflexed, and the 
forearm supinated. 

As the acute phase subsides, the patient is placed 
in a sitting position, with the shoulder protected by a 
sling or by resting the extremity on a padded bed 
table. Recovery can be limited just as much by a 
persistently elevated position as by the unsupported 
weight of the arm. 

As the convalescent phase gets under way, a com- 
bination of passive and active assistive motion is 
started. This should be supervised by a trained 
physical therapist during 4 or 5 periods each day. 
Massive motion is given for 4 distinct reasons: (1)to 
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maintain or restore a normal range of motion in the 
shoulder girdle; (2) to assist circulation; (3) to main- 
tain patient awareness of normal position; and (4) to 
stimulate flexion and extension reflexes in the muscles 
making up the shoulder girdle. 

The author has designed a special type of shoulder 
sling to aid in active assistive muscle re-education. 
This consists of 2 leather bands attached to an or- 
dinary screen door spring which hangs from a rigid 
right angled support made of a metal rod (34 inch), 
attached to the chair. With the elbow, forearm, and 
wrist supported in this apparatus at the desired 
height, the patient is encouraged to carry out routine 
activities which should be supervised. Muscle re- 
education should also be carried out in the thera- 
peutic pool. The shoulder ladder, shoulder wheel, 
and overhead pulleys should be used to assist and 
encourage the use of the shoulder. Specially adapted 
looms and other forms of occupational therapy, care- 
fully supervised, aid in the convalescence. 

Dantev H. LEvINTHAL, M.D. 


Lombard, P.: The Syndrome of Post-traumatic 
Muscular Hypertonia and Degenerative Neuri- 
tis. Volkmann’s Syndrome (Le syndrome post- 
traumatique d’hypertonie musculaire et de dégéné- 
rescence nerveuse. Syndrome de Volkmann). Rev. 
orthop., Par., 1946, 32: 351. 


In this article Volkmann’s syndrome is discussed 
in the light of newly acquired knowledge rega@ling 
the tone of the striated muscles, their central origin, 
and also in the light of Barre’s work which empha- 
sizes the reactions in the spinal cord elicited by the 
injured extremities. Injuries have been considered to 
be strictly localized disorders. Leriche has described 
vasomotor sequelae caused by injuries and predicted 
their effects on the spinal cord. Barré proved Leriche’s 
predictions to be correct. 

The influences of fractures on the spinal cord have 
been described in detail, as well as the associated 
symptoms which often are overlooked. Pain is trans- 
mitted to the cerebral cortex and stimuli are sent 
peripherally by way of the sympathetics which cause 
vascular reactions differing in each individual. Some 
suffer a transitory functional general paraplegia 
which cannot be based simply on pain and disruption 
of the continuity in an extremity because it never oc- 
curs in classical fractures; however, it does occur in 
certain cases of soft tissue injuries. The real reason 
for the loss of motor power is the loss of the balance 
of muscular tone: the disturbed balance of the an- 
tagonists and synergists. Muscle tone depends on 
neuromuscular fibrils located in the muscle substance, 
aponeuroses, tendons, synovium, and periosteum. 

These stimuli are transmitted not only to the motor 
neurons but also to centers located in the medulla 
oblongata, cerebellum, and cerebrum. The neuro- 


muscular fibrils form a fundamental part in the re- 
flex arc: the myotatic reflex of Liddel and Sherring- 
ton, which postulates that each passive stretching of 
a muscular fiber is followed by an immediate and 
vigorous contraction. Passiveextension of a paralyzed 
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or anesthetized muscle increases its tension by only a 
few grams. A muscle provided with all its necessary 
innervation is able to maintain a tension of several 
kilos. The contraction of the passively extended 
muscle persists or decreases very slightly as long as 
the passive extension of the muscle is maintained. 
This reflex is a localized process and is part of the 
spinal reflex; it does not radiate to the adjacent 
muscles. In case of a fracture the muscle tone is dis- 
turbed because the muscles are kept in extension by 
the hematoma, by the angulation of the fragments, or 
by the forceful stretching at the time of the accident. 
The result is contracture of certain muscles. 

The myotatic reflex is responsible for the diffi- 
culties often encountered in the reduction of frac- 
tures. General anesthesia is not sufficient to abolish 
this reflex. Local anesthesia is the best way of sup- 
pressing it. Many investigators have demonstrated 
that infiltration of muscle tissue with novocaine elec- 
tively paralyzes the perceptors for the myotatic re- 
flex and abolishes voluntary contractions and non- 
tonic reflexes. Spinal anesthesia works even better 
since it has an effect which is similar to sectioning 
of the posterior roots. 

Following the first hours of hypertonia a state of 
hypotonia ensues when the muscle loses its volume, 
shape, and power. Leriche and Albert have pointed 
out that-every trauma is first a trauma of the vaso- 
motor system. There always is also a reaction of the 
spinal cord. These processes are not confined to a 
single axon but affect the corresponding sympathetic 
centers and travel up and down the gray matter sec- 
ondarily affecting the opposite leg or all four ex- 
tremities. Every fracture,therefore, acts upon all of 
the nerve centers particularly the spinal cord and the 
motor and sympathetic centers, then it affects sensa- 
tion and eventually the cerebral cortex. 

A 12 year old female sustained a fracture of the 
humerus and showed a fully developed paralysis of 
the three nerves and a Volkmann type deformity of 
the arm. There was complete loss of sensation from 
the finger tips to the radiocarpal joint line. The 
fingers were cold and cyanotic. There was edema of 
the skin extending up to the midforearm. Novocaine 
was injected into the flexors and pronators near their 
origin and the musculotendinous junction. A few 
minutes later the contracture disappeared and less 
than half an hour later the wrist and fingers could be 
supinated and hyperextended. The corrected posi- 
tion was maintained by an appliance. Ten weeks 
later, sensation began to reappear on the dorsal 
aspect of the hand. The forced pronation of the arm 
caused a disturbance of the muscle tone resulting in 
hypertonia, which was eliminated by procaine in- 
filtration in a few minutes. 

In the light of these considerations Volkmann's 
syndrome has the following underlying symptoms: 

1. Vascular spasm is undoubtedly present and is 
located high in the brachial artery. From this level 
it very often descends distally. It has been shown 
experimentally that the reflex causing the spasm 
passes through the spinal cord. 
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2. The examination of the musculature shows three 
different phenomena which are worth discussing. 
Muscles supplied by the radial nerve show hypotonia 
even after function of the radial nerve has returned. 
The author compares these findings with similar 
signs observed in lead poisoning. In the regions of 
the flexor and pronator muscles two reactions occur 
which cause the changes in these muscles. Injury to 
the motor nerves causes paralysis of this muscle group, 


and at the height of this change a quantity of acetyl- - 


choline is liberated which acts on the sick fibers and 
causes hypertonia of these muscles. The neuromus- 
cular manifestations are not of secondary but of 
primary importance in the causation of Volkmann’s 
syndrome, and the central origin of this condition 
cannot be ruled out. In severe cases there is always 
atrophy of the muscles in the hand, especially of the 
interosseous group. There is always a sensory factor 
superimposed on the motor factor in the region of the 
hand. Although the motor paralysis of the hand 
never improves, sensation usually returns completely 
to the hand. 

Arterial spasm, although prolonged, cannot ex- 
plain the symptoms of degeneration of the nerves. 
The paralysis encountered in Volkmann’s contrac- 
ture is not of a peripheral type. In view of the changes 
in the hand, the similarity to the Aran-Duchenne 
syndrome which indicates anterior poliomyelitis is 
significant. There are cases of the Aran-Duchenne 
syndrome which are due to the action of lead on the 
anterior horn cells of the spinal cord. It is suggested 
that the cause of Volkmann’s syndrome might be 
found in the spinal cord. GeorcE I. Reiss, M.D. 


Pisani, A. J.: Pathognomonic Sign for Cyst of the 
Knee Cartilage. Arch. Surg., 1947, 54: 188. ° 


The author has studied 31 cases of cyst of the 
semilunar cartilage of the knee, either medial or 
lateral, and has found that in all cases the cystic 


mass was prominent on extension of the knee and 
disappeared on acute flexion. 
VERNON C. TuRNER, M.D. 


Morandi, G.: Oscillometric Studies of Amputation 
Stumps (Ricerche oscillometriche nei monconi 
d’amputazione). Chir. org. movim., 1946, 30: 380. 


Of 17,074 amputation stumps observed by the au- 
thor, 441 (23.73%) were on the upper extremity and 
1,333 (75-14%) on the lower extremity. Of the 441 
stumps of the upper extremity, 280 (63.50%) were 
on the forearm and 161 (36.50%) on the upper arm. 
Of 1,333 stumps of the lower extremities, 961 
(72.09%) were on the lower leg and 372 (27.90%) 
on the thigh. 

Of 300 patients selected for oscillometric studies, 
52 had undergone amputation because of a grave in- 
jury, 103 because of infected wounds, and 145 be- 
cause of frozen extremities. 

Oscillometric studies on the amputation stumps 
showed that the method allows a clinical observation 
of regressive lesions of the arteries in the stump. 
Quantitative as well as qualitative alterations of the 
oscillometric curves may be found; the curves may 
assume a flat shape, and the diastolic excursions may 
be augmented. 

Toxic infectious processes aggravate the anatomic 
changes in the involved artery, not only in the stump 
but in the proximal, higher located, segments. 

Frostbite markedly diminishes the oscillations 
which may reach the zero level. Not only hemo- 
dynamic factors, i.e., a diminished blood flow, but 
also lesions of the vascular wall caused by toxic in- 
fectious processes or congelation are responsible for 
the changes in oscillometric curves in amputation 
stumps. Muscular atrophy in the stump impairs the 
propulsive effect of the muscles on the blood and thus 
contributes to changes in oscillometric curves. 

Josrery K. Narat, M.D. 
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BLOOD VESSELS 


Ventura, R.: A Rare Lesion from a Flare Gun (Su 
un singolare caso di lesione da razzo). Arch. ital. 
chir., 1946, 68: 400. 


The author’s patient accidentally shot himself in 
the left thigh with a flare gun, burning the tissues 
and producing hemorrhage. The extremity was 
cold, the popliteal pulsation was weak, and the dor- 
sal pedal artery was not palpable. The wound was 
débrided under local anesthesia by means of a nerve 
block. On extension of the incision to the apex of 
Scarpa’s triangle, there was a sudden gush of blood 
from a defect in the femoral artery, which was con- 
trolled by means of a fine silk suture impregnated 
with oiled vaseline. Muscle was sutured over the 
vessel, and a sulfonamide was used locally. Several 
days later the patient developed a fever, showing 
evidence of infection in the wound. The wound was 
drained, only to start bleeding again. It was then 
reopened and the bleeding point of the femoral 
artery was ligated with catgut. Several days later 
hemorrhage recurred, and ligation was again carried 
out. 

The probable cause of secondary hemorrhage in 
this case may have been necrosis of the area from the 
ligatures, or an injury about the artery and its wall 
from the heat, which resulted in an aneurysm due to 
the intra-arterial pressure, and, finally, rupture of 
the aneurysm. 

Whenever possible, suture of a blood vessel should 
be done instead of ligation, for pressure is greater in 
a ligated vessel than in a vessel with continuity. 

ARTHUR F. CreoLtia, M.D. 


Freeman, N. E., and Storck, A. H.: Successful 
Suture of the Abdominal Aorta for Arterio- 
venous Fistula. Surgery, 1947, 21: 623. 


Arteriovenous fistula involving the abdominal aorta 
and vena cava is rare since patients generally suc- 
cumb to the initial massive hemorrhage. If the pa- 
tient recovers from the initial loss of blood, the short 
circuiting immediately places such a strain on the 
heart that early cardiac failure occurs. The first suc- 
cessful repair of such a fistula was recently reported 
by Pemberton et al. (Ann. Surg., 1946, 123:580). 
Freeman and Storck report a second case with a suc- 
cessful operative repair. 

The patient received a perforating wound from a 
25 caliber bullet which entered the abdomen 3 inches 
below the ensiform cartilage just to the right of the 
midline and emerged through the back at the level 
of the second lumbar vertebra. He was immediately 
paralyzed below the waist. On the day of injury a 
laparotomy was performed and 14 days later a 
laminectomy was done. Following the second opera- 
tion there was considerable return of function in the 
lower extremities. 


A pulsating mass with intense thrill was discovered 
in the upper abdomen 6 weeks after the original in- 
jury. Some dilated veins over the abdominal wall 
were observed. The heart was not enlarged although 
the pulse rate was 96. The blood pressure was 
152/96. The lungs were clear and the liver normal in 
size. 

Four months after the original injury there was a 
sudden increase in the size of the mass associated 
with abdominal discomfort and vomiting, and the 
thrill became more apparent. Accordingly operation 
was undertaken 12 days later. 

A transperitoneal approach to the aneurysm 
through a right upper paramedian incision was at- 
tempted at first but was unsuccessful because of the 
presence of dilated veins over the anterior surface of 
the aorta. The peritoneum and transversalis fascia 
were then incised from within the abdomen just to 
the left of the midline, to expose the anterior surface 
of the psoas muscle and the vertebral column. By 
the latter approach it was possible to place tem- 
porary tourniquets above and below the aneurysm as 
well as about the left renal artery. The aorta was cut 
away from the aneurysm. A large sac was found to 
intervene between the aorta and the vena cava. The 
opening in the aorta was closed by a transverse run- 
ning stitch. 

When the aorta was first occluded the blood pres- 
sure rose from 118/70 to 240/100 and the pulse went 
from 130 to 160. The tourniquet was left in place for 
1 hour and 4o minutes. Upon release of the rubber 
tubing the systolic pressure dropped to 50 but within 
a half hour rose to 110/80. Postoperatively there 
was severe oliguria for almost a week and mild hyper- 
tension for 2 weeks, with retinal vasospasm. At the 
end of 8 months the patient showed no evidence of 
recurrence of the fistula. 

The authors point out that the absence of cardiac 
hypertrophy in this case was probably the result of 
the potion of a large aneurysmal sac between the 
compound vessels. The aneurysm lay behind the 
vena cava and so compressed it that the return flow 
of blood to the heart was hindered. The dilatation of 
the superficial veins over the abdomen was in keep- 
ing with that explanation. 

THEODORE B. MAsseELL, M.D. 


De Takats, G., and Reynolds, J. T.: The Surgical 
Treatment of Aneurysms of the Abdominal 
Aorta. Surgery, 1947, 21: 443. 


Although 500 cases of aneurysm of the abdominal 
aorta have been reported in the literature, only 30 
of them have had surgical ligation, and of the 30 
patients only 6 have survived the procedure for 
longer than 1 year. Wiring of abdominal aneurysms 
has been practiced for many years, but the authors 
noted a dearth in follow up material in the cases 
subjected to this technique. Aneurysmorrhaphy is 
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the third method reported useful in the treatment 
of these aneurysms. 

The authors report, in some detail, 8 cases of 
aneurysm of the abdominal aorta, 6 of which were 
subjected to surgical exploration. Of these 6 
only 4 were deemed operable and 1 of these was 
wired; the remaining 3 had bands of cellophane 
wrapped about the aorta proximal to the aneurysm 
and, in 1 case, the aneurysmal sac was reinforced 
with cellophane. Only the patients treated with 
cellophane banding survived for any length of time, 
1 living 14 months, the second 8 months, and the 
third 2 years. 

The authors believe that cellophane banding is a 
most useful method of dealing with aneurysms in 
hypertensive and syphilitic groups as it provides a 
gradual occlusion by fibrosis, stimulated by an in- 
gredient in some types of cellophane. 

Epwarp H. Camp, M.D. 


BLOOD; TRANSFUSION 


Hustin, A., and Rémy R.: Influence of the Sex of 
the Donors and the Recipients on the Fre- 
quency and the Gravity of Transfusion Reac- 
tions (Influence du sexe des donneurs et des récep- 
teurs sur la fréquence et la gravité des incidents 
survenant au cours des transfusions sanguines). 
Presse méd., 1946, 54: 728. 


A study of the reactions was made in 864 trans- 
fusions of citrated blood given at the Transfusion 
Center of the University Hospital in Brussels during 
the year 1942. There was a correlation of the inci- 
dence of reaction with the sex of the donor and 
recipient. 

There were reactions in 5.3 per cent of 206 cases 
in which both the donor and the recipient were males. 
When both the donor and recipient were females 
(202 cases) the reaction rate was 17.3 per cent. 
There were 219 transfusions in which the donor was 
male and the recipient female, and 237 in which the 
donor was female and the recipient male. Reactions 
in these two groups occurred in 9.1 per cent and 6.3 
per cent, respectively. 

Further analyses were made to determine the oc- 
currence of the different types of reactions and the 
relation to the conditions for which the transfusions 
were given. The sex distribution of untoward re- 
actions maintained essentially the same relative posi- 
tion in the more detailed analyses. 

The authors conclude that the combination of fe- 
male donor and female recipient is too hazardous. 


Since the elimination of female donors is not feasible 
they conclude that the best procedure is to combine 
donors and recipients of opposite sexes. 

THEODORE B. MAssELL, M.D. 


Zukerman, C. M.: Fatality in a Blood Donor. A 
Case Report, with a Review of the Literature. 
Ann. Int. M., 1947, 26: 603. 


The American Red Cross, through its Blood Donor 
Center, collected approximately 13 million pints of 
blood during the period between 1941 and 1945. At 
the Chicago Blood Donor Center approximately 
640,000 pints of blood were collected in the 3% years 
of its operation. Despite careful checking and ex- 
amination of donors there was one fatality in a blood 
donor. A white male, following removal of 500 c.c. of 
blood, had a small watery emesis a few minutes after 
venesection. He was given '/159 gr. of atropine sulfate. 
The blood pressure was 90/60, and the pulse was 78 
per minute. He complained at the sudden onset of a 
slight substernal pressure without radiation, gasped 
several times, and died. An autopsy was performed 
and the anatomic diagnosis was: 

Thrombotic occlusion of the right coronary artery; 
marked coronary sclerosis with narrowing of both the 
left descending and the right coronary arteries; focal 
fibrosis of posterior wall of right ventricle; edema of 
the lungs; and acute passive congestion of the liver, 
spleen, and kidneys. 

Since a possible contributing factor in coronary 
occlusion may be the slowing of the systemic circula- 
tion, and since the coronary flow is regulated by the 
mean level of the arterial pressure, especially di- 
astolic, any marked fall in blood pressure may act as 
a precipitating cause of coronary thrombosis. Ap- 
proximately 6 per cent of the blood donors at the 
Chicago Blood Donor Center developed a systemic 
reaction varying from slight to marked pallor, weak- 
ness, faintness, sweating, nausea, and vomiting, 
with a transient drop in blood pressure. In the pres- 
ence of coronary sclerosis there is a tendency to hy- 
persensitivity of the vagal type of carotid sinus re- 
flex. Masters felt that regardless of whether coro- 
nary thrombosis took place on an arteriosclerotic 
basis, or as a result of hemorrhage into a plaque, it 
could be attributable to alterations in the coronary 
circulation. 

A review of the literature reveals that the reported 
causes of death in blood donors were either air em- 
bolism or cardiovascular lesions such as coronary 
thrombosis, cerebral hemorrhage, or other arterial 
emboli. LeRoy J. Kiernsasser, M.D. 





SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Harwood, H. B.: Bronchoscopy in Postoperative 
Complications. Austral. N. Zealand J. Surg., 
1947, 16: 207. 


Many postoperative pulmonary complications fol- 
low bronchial obstruction and result in atelectasis or 
pneumonia. Such obstruction is usually due to a 
plug of mucus, but it is sometimes caused by a 
foreign body or an undiagnosed tumor. In cases in 
which the cough and laryngeal reflexes are depressed 
by lowered vitality or narcotics, the respiratory tract 
is more vulnerable and coughing may be incapable of 
clearing the bronchial tree. When patients are 
propped upright in bed, they may become exhausted 
by uasuccessful efforts to cough sticky or copious 
sputum uphill; also, pain in the wound on coughing 
or deep breathing may discourage efforts to clear the 
sputum. These complications may follow local as 
well as general anesthesia, as their cause lies in the 
type of patient rather than the type of anesthesia. 

At times urgent operations must be done in the 
presence of respiratory infections, and occasionally 
operations of election may not be sufficiently long 
delayed after such infections. Some of the compli- 
cations following such procedures may be avoided by 
immediate postoperative precautions. At the Royal 
Prince Alfred Hospital, Sydney, Australia, frequent 
sinus operations are performed on bronchiectatic 
patients under intratracheal ether anesthesia. In 
these cases bronchoscopic lavage is done on the day 
before operation and at the end of the procedure; in 
this manner postoperative flare-ups and complica- 
tions are prevented. The anesthetist can frequently 
prevent trouble by aspirating the pharynx and bron- 
chial tree when he is aware of excess moisture in the 
respiratory tract. 

The symptoms of retained bronchial secretions, 
which may come on suddenly, are moist cough after 
expectoration, rales and rhonchi at the lung bases, 
progressive dyspnea, elevation of temperature, pulse, 
and respiration. Cyanosis may be present, and oc- 
casionally there is pain in the chest. X-ray examina- 
tions may reveal hypoventilation, atelectasis, or 
bronchial pneumonia. One should not be reluctant 
to move the patient for roentgenography, as this 
movement may besufficient torelieve the obstruction. 

Most cases of obstruction will be cleared by deep 
breathing, posturing, handclapping over the affected 
area, movement of the patient, and the use of carbon 
dioxide. The use of morphine and wound support 
while the patient is encouraged to cough will help. 
If these conservative means fail, then bronchoscopic 
aspiration should be immediately considered. This 
procedure can be carried out in bed and in the ward. 
Premedication may be given, and the procedure may 
be carried out under local anesthesia, obtained by 


spraying the respiratory tract. The patient may be 
placed in semi-Fowler position, or he may lie diago- 
nally across the bed with the head to the right for the 
left lung and to the left for the right lung. After 
passage of the bronchoscope secretions are aspirated; 
if these are sticky, lavage with 5 c.c. of saline is done. 
Relief is usually immediate and rarely has to be 
repeated. : 

If patients are not treated as indicated, lung ab- 
scess and bronchiectasis may develop. The author 
has seen this occur in a number of cases when persist- 
ent cough was not noted after postoperative pneu- 
monia had subsided. He reports the case of one such 
patient who developed a saccular bronchiectasis and 
who is symptomatically improved by continued 
bronchoscopic lavage. 

The author reports another case of a patient who 
developed bronchiectasis after a piece of rubber from 
a mouth gag lodged in the bronchus during operation. 
Four cases are reported of patients who made un- 
eventful recoveries when these complications were 
recognized early and bronchoscopy was immediately 
instituted. Rosert Mayo TENERy, M.D. 


Cummine, H.: A Preliminary Note on a Study of 
Postoperative Thrombosis, with Special Refer- 
ence to a Prethrombotic State. Ausiral. N. 
Zealand J. Surg., 1947, 16: 197. 


There is little doubt that the treatment of post- 
operative venous thrombosis with anticoagulants 
combined with surgical ligation in selected cases pro- 
duces excellent results when the lesions are sympto- 
matic; however, investigation is now being directed 
toward criteria for recognition of the lesions before 
symptoms are produced. The history of previous 
attacks, familial incidence, or varicose veins may be 
warning signs. Operations on the lower limbs and 
peritoneal cavity, long deep anesthesia, and post- 
operative immobilization with the legs over pillows, 
all predispose to the complications. An unexplained 
elevation of the pulse or temperature are suspicious. 
The patient may complain of vague discomfort or 
pain in the thighs or calves for some time prior to the 
onset of thrombosis. 

In the department of urology at the Royal Prince 
Alfred Hospital, Sydney, Australia, the author has 
carried out regular postoperative coagulation times 
on 80 patients undergoing major surgery. This in- 
vestigation has largely substantiated Bergquist who 
suggested that a “‘prethrombotic”’ state exists for 
some hours before the onset of signs or symptoms. 
Bergquist claimed that a coagulation time of around 
3 minutes was characteristic. The author states that 
his present work suggests that the danger level may 
well be 4 minutes rather than 3, and he stresses that 
it is significant only when maintained at this level for 
several hours. Postoperative graphing of the readings 
was done. 
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A total of 7 of the 80 patients studied had throm- 
botic incidents; in all of these the ‘‘prethrombotic” 
period was quite distinct, and the patients were 
treated successfully with heparin. One other patient 
was presented who had a history of two previous 
thrombotic incidents and who developed a coagula- 
tion time of 3 minutes on the seventh postoperative 
day. This patient was treated with heparin; the level 
returned to normal and no symptoms developed. 

ROBERT Mayo TENERY, M.D. 


Portes, L., Varangot, J., and Vassy, S.: The Treat- 
ment of 50 Venous Thromboses in Wcmen 
with Dicoumarol. Erd Results (Résultats ob- 
tenus par l’emploi du dicoumarol dans le traitement 
de 50 thromboses veineuses chez la femme). Presse 
méd., 1947, 55: 57. 

The pathogenesis of thrombosis has been a matter 
of controversy for many years. Today most authors 
agree that a dual mechanism, the action of a patho- 
genic organism or its toxin on the venous endothe- 
lium and a blood dyscrasia, are involved. In fact, 
there is a reciprocal relationship between infection 
and the constitution of the blood. An example of 
this is the increased fibrinogen in pyrexias or follow- 
ing operation. 

The majority of thromboses are classified between 
the extremes of strictly infectious and humoral. If 
one concedes that thrombosis is determined by up- 
setting the equilibrium between physiological coag- 
ulants and anticoagulants in the direction of hyper- 
coagulation one must also concede that an upset in 
the opposite direction will prevent the occurrence 
and extension of a thrombosis. Two drugs, dicou- 
marol and heparin, have been shown to be thera- 
peutically useful as anticoagulants. Dicoumarol is 
believed to delay coagulation by preventing the 
synthesis of prothrombin from vitamin K in the 
liver. Since there is no absolute correlation between 
the dosage of dicoumarol and the increase in pro- 
thrombin time, most authors advocate repeated de- 
terminations in regulating dosage. Since the action 
of dicoumarol occurs from 24 to 48 hours following 
its administration, heparin is added to it initially to 
counteract this delay. Following extensive animal 
experimentation, the authors used the treatment 
clinically. 

The authors agree with the English literature in 
that the systematic use of the drug for prophylaxis is 
to be condemned especially in preoperative or prepar- 
tum patients. They advocate use of the drug in 
cases of already established thrombosis to prevent 
extension and accelerate resorption by preventing 
further coagulation. To be successful, adequate 
treatment must be started as soon as a thrombosis 
begins to develop. 

In order for treatment to be effective, frequent 
prothrombin determinations should be done so that 
the level can be maintained between 20 and 4o per 
cent. This should be continued up to the eighth day 
following mobilization of the patient. While treat- 
ment must be adequate, hemorrhages from the nose, 
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gastrointestinal and genitourinary tracts, or wound 
will result from too great a drop in the prothrombin 
level. One mild case occurred in the authors’ series 
of 70 cases. It was treated with repeated whole 
blood transfusions. 

In the usual plan of treatment an initial dose 
of 300 mgm. was given on the first day, then 200 
mgm. on the second day, and 100 mgm. on the third 
day. Daily prothrombin determinations were made. 
The desired level between 20 and 4o per cent was 
usually reached in 48 hours. When the prothrombin 
level reached 50 per cent which may occur between 
the fifth and ninth days, 300 mgm. of dicoumarol 
were given immediately and 200 mgm. on the fol- 
lowing day. Finally, if the prothrombin level reached 
80 per cent, the initial dosages were repeated. 

The criterion of cure adopted by the authors was 
the complete disappearance of edema as determined 
by comparative measurement of the two limbs at 6 
fixed levels. 

The suspicious phlebitis cases were deliberately 
omitted from the series, as well as those cases in 
which the early initiation of the treatment aborted 
the phlebitic process. The authors then reported 50 © 
cases of venous thromboses already established at 
the time treatment was instituted; 45 were cases of 
phlebitis and 5 of periphlebitis. Three of the patients 
had had emboli; in 2 the emboli occurred prior to the 
phlebitis and before treatment was begun. The 
third embolism (a mild case) occurred while the pa- 
tient was under treatment. In this patient the de- 
sired decrease in prothrombin was never reached. 

There were only insignificant sequelae in the pa- 
tients seen after the phlebitis had completely sub- 
sided. In a few instances, a mild edema occurred at 
the end of the day. The late results were excellent. 
The average duration of the disease in the 50 cases 
was 183 days. No severe complications or fatalities 
attributable to the disease itself or to the treatment 
have been recorded by the authors. 

GERARD GaGnon, M.D. 


Evans, J. A., and Boller, R. J.: The Prevention of 
Postoperative Pulmonary Embolism. JN. Eng- 
land J. M. 1947, 236: 3092. 


During the past 8 years venous section and liga- 
tion, and anticoagulant therapy by heparin or dicou- 
marol, or a combination of these anticoagulants have 
been developed in the treatment of venous throm- 
bosis and pulmonary embolism. 

There are definite indications for both procedures. 
When laboratory and clinical experience in the use 
of dicoumarol is lacking, femoral ligation is the 
method of choice. 

At the Lahey Clinic femoral ligations are, with few 
exceptions, limited to patients with venous throm- 
bosis who must soon have a second stage operation, 
to those with conditions such as hemorrhagic colitis, 
those with poor liver function, and to those with 
ambulatory recurrence of phlebothrombosis with 
pulmonary embolism. If there is any venous throm- 
bosis, the present method of anticoagulant therapy is 
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to start immediately with both heparin, in Pitkin’s 
menstruum, and dicoumarol. A single dose of hepa- 
rin prolongs the coagulation time before 2 hours have 
passed and protects the patient until a two-day 
latent period of dicoumarol action has elapsed, by 
which time the prothrombin content has usually 
dropped. In the patient resistant to dicoumarol the 
injections of heparin are continued every second day. 

Between January 1, 1942 and January 1, 1946 
anticoagulant therapy was administered to 127 pa- 
tients with postoperative venous thrombosis with or 
without benign pulmonary embolism, with death of 
only 2 patients. After January 1, 1946 another death 
occurred. 

This record compares favorably with the results 
obtained by others with venous ligation and section 
for the prevention of pulmonary embolism. 

Fifty-two sudden, unrecognized, or untreated fatal 
cases of pulmonary embolism occurring from 1940 to 
1946 are analyzed; 48 of the fatalities occurred post- 
operatively. In 2 cases thrombosis and embolism had 
been recognized and the patient was treated. Two 
deaths occurred in patients with medical cardiac 
conditions, in one patient, preoperatively. Autopsy 
was performed in 21 cases 

Prophylactic exercises are suggested for the pre- 
vention of pulmonary embolism—such as wiggling of 
the feet a thousand times a day. 

Death, according to age and sex, was as follows: 17 
patients were between the ages of 51 and 60 years; 
14 were in the seventh, and 11 were in the fifth 
decade; 33 of the patients were men and 19 were 
women. Twenty-seven patients had had surgery on 
the colon or in the pelvis; cranial operations had been 
performed in 3 cases, and splanchnicectomy in 1 case. 

Previous vein conditions may predispose to venous 
thrombosis. 

In 25 patients the greatest liability to the first 
pulmonary embolism was from the sixth to the six- 
teenth postoperative day; in 11 patients, before the 
sixth day; and in 12, after the sixteenth day. 

The signs and symptoms frequently associated 
with pulmonary embolism are: elevated temperature, 
circulatory collapse, dyspnea, tachycardia, cyanosis, 
and chest pain; elevation of temperature and tachy- 
cardia are the more important warning signs. 

Twenty-two patients died within an hour after the 
first symptoms, 20 died in from 2 to 24 hours, and 10 
patients died more than 24 hours after the first signs 
of thrombosis and embolism. The courses of some of 
these cases are reviewed. 

The authors state that routine postoperative ex- 
aminaiion of the legs for any evidence of phlebo- 
thrombosis should be carried out after all major 
surgical operations. This should consist of question- 
ing the patient as to the presence of pain in legs, 
especially in the calf muscles. Even when a negative 
reply is given, the calf should be tested for tender- 
ness, and an attempt made to elicit Homans’s sign. 

Forty-four of 52 patients gave warning of throm- 
botic processes, which means that in 85 per cent of 
the cases death from pulmonary embolism might 


have been prevented if the warning signs had been 


appreciated and prophylactic measures undertaken. | 


GEORGE W. RicHArRpDson, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Berman, J. K., Pierce, G. S., and Best, M. M.: Burn 
Shock: Its Treatment with Continuous Hypo- 
dermoclysis of Isotonic Solution of Sodium 
Chloride into the Burned Areas; Clinical 
Studies in 2 Cases. Arch. Surg., 1946, 53: 577. 


The present paper is predicated on the experimen- 
tal work of Berman, Peterson, and Butler, reported 
in SURGERY, GYNECOLOGY, and OBSTETRICS, 1944, 
78: 337-345, and the recent experience of applying 
these conclusions to two severely burned patients. 
The significant facts in the experimental work were 
that (1) there is a loss of water and electrolytes, 
chiefly salt, followed by plasma proteins into the 
burned area; (2) this loss continues until pressure in 
the tissue spaces equals the hydrostatic pressure in 
the capillaries, when reabsorption begins; reabsorp- 
tion occurs in a reverse manner; the lymphatics, 
behaving as semi-permeable membranes, return the 
colloids, then the capillaries absorb the crystalloids; 
(3) the loss of plasma occurs earlier in the more 
severe, than in the less severe burns; (4) treatment by 
hypodermoclysis of isotonic sodium chloride solu- 
tion into the burned areas seems to decrease the 
amount of water and plasma lost, and facilitates 
absorption of both; (5) it is thus an autotransfusion 
of lost colloids and crystalloids and, in addition, is a 
method of supplying quickly the great demand for 
salt by injured tissues; (6) it makes possible the dilu- 
tion and excretion of hypothetical toxins, helps to 
control body temperature, and prevents pulmonary 
edema and anuria; (7) human skin is not as loosely 
attached to the subcutaneous tissue as is that of the 
dog and therefore multiple injections would be nec- 
essary, but the volume of solution would be less to 
produce intracellular pressure above that of effective 
capillary pressure. 

The patients reported were severely burned follow- 
ing the explosion of a large tank filled with steaming 
hot sodium hydroxide. The burns were extensive, 
involving 72 per cent and 71 per cent, respectively, 
of the body surface, and were second and third degree 
in type. Prior to hospitalization both of the patients 
had received % gr. of morphine sulfate subcutane- 
ously and 500 c.c. of citrated blood plasma intra- 
venously. Neither appeared to be in shock but be- 
cause of pain, apprehension, and the complaint of 
severe coldness both patients were given morphine 
sulfate, %4 gr., intravenously. Isotonic sodium chlo- 
ride solution was injected by hypodermoclysis into 
the burned areas by continuous drip. The needles 
were moved to various parts of the body, all burned 
areas being kept distended. The infusions were used 
continuously for 96 hours in amounts of 3,000 to 
4,000 c.c. in 24 hours. Enteric coated sodium chlo- 
ride tablets were given but were discontinued after 
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the first day because they caused nausea and vomit- 
ing. Tetanus antitoxin, 1,500 units, was adminis- 
tered and penicillin, 30,000 units, was injected intra- 
muscularly every 3 hours. A bland high protein diet, 
morphine for pain, and enemas of isotonic salt 
solution as needed were ordered; 500 c.c. of whole 
blood were given each day for the first 3 days. 

On the third day almost the entire subcutaneous 
space of the body, especially the trunk, was greatly 
distended with fluid. The infusions were discontin- 
ued on the fourth day. On the seventh day all areas 
were covered with dressings of isotonic sodium chlo- 
ride solution and penicillin solution (200 units per 
cubic centimeter) except the fingers and toes which 
were separated with petrolatum gauze. The necrotic 
areas were loosened daily and this was facilitated by 
the infusions. 

On the seventeenth day the first patient began to 
show a picture of sepsis and toxicity, with laboratory 
results as follows: nonprotein nitrogen 28 mgm., 
carbon dioxide combining power 59.7 volumes per 
cent, plasma protein 4.65 gm., with 1.0 gm. albumin 
and 3.65 gm. globulin, a hematocrit reading of 43.5 
volumes per cent, and leucocytes 16,350. Penicillin 
was increased to 50,000 units every 3 hours; cold 
sponges of the face and anterior trunk were carried 
out frequently, and the patient was placed in an 
oxygen tent. Delirium became worse; incontinence 
ensued and the patient refused food and water. 
Isotonic sodium chloride solution infusions were re- 
started, and a transfusion of 1,000 c.c. of whole blood 
was given; the patient was transfused again on the 
thirty-fifth and thirty-eighth days; at this time the 
carbon dioxide combining power was 102. The 
wounds were clean; the entire back (the site of second 
degree burn) was healed; the face and neck had healed, 
and the thighs, legs, and arms were healing rapidly. 
The urinary output was adequate, 1,500 c.c., with an 
intake of 3,500 c.c., and the urine was acid in spite of 
a carbon dioxide combining power of 14 volumes per 
cent. On the thirty-ninth day the patient was 
moribund, the nonprotein nitrogen was 26 mgm., the 
urine strongly alkaline; muscular twitchings weie 
evident which later passed into clonic convulsions; 
respiration became labored, cyanosis developed, the 
patient lapsed into coma, and died the fortieth day 
after admission. 

The significant findings at postmortem examina- 
tion were as follows: “The peritoneal cavity con- 
tained about 100 c.c. of clear, light yellow fluid; an 
equal amount of the same type of fluid was present in 
each side of the chest and about 35 c.c. were found in 
the pericardium. The cardiac muscle was edematous, 
with small, scattered accumulations of lymphocytes. 
There was no pulmonary edema. The spleen was 
large, weighing 240 gm., and engorged with blood. 
The liver showed extensive fatty infiltration and 
degeneration. Large areas showed total destruction 
of the parenchymal cells of the liver. The kidneys 
were swollen, and all their blood vessels were dilated 
and filled with red blood cells. The tubules contained 
refractile droplets as seen in nephrosis. Glomeruli 


40. 


and Bowman’s capsules showed little deviation from 
normal; however, the former were dilated and filled 
with red blood cells. The cerebrum was edematous. 
In some areas this was extreme. Here the blood 
vessels had shriveled and retracted, and surrounding 
them there were small areas of advanced autolysis. 
Ganglion cells were pyknotic and degenerated in such 
areas. The cerebellum showed practically the same 
picture as the cerebrum. The adrenals contained 
areas of fatty degeneration and hemorrhagic extrava- 
sation, chiefly in the medullary zone. 

The pathologic diagnosis was (1) edema of the 
cardiac muscle and acute myocarditis; (2) acute 
peribronchiolar pneumonia, hemorrhagic phase; (3) 
fatty infiltration of the liver and toxic atrophy of the 
liver; (4) acute nephrosis and chronic passive con- 
gestion of the kidneys, and (5) massive autolysis of 
the cerebrum, with cerebral edema. 

The second patient also had a turning point which 
occurred on the nineteenth day. His temperature 
rose to 103° F. orally; he became confused, had 
hallucinations and illusions interspersed with periods 
of stupor. These were followed by generalized mus- 
cular twitchings which at times became gross tonic 
and clonic convulsions. There was some cyanosis and 
the patient refused food and water. Hypodermo- 
clysis of normal saline solution was started again; 
500 c.c. of whole blood was given. He was placed in 
an oxygen tent and given sodium amytal as required 
to control convulsions. Practically all second degree 
burns had healed and some third degree burns were 
ready for grafts. Open wounds were covered with 
packs of normal saline. An isotonic solution of 
sodium chloride was injected beneath the burns, 
sufficient to cause slight weeping. This was done once 
a day. Sloughs were removed each day as they 
became loose and this was facilitated by the injec- 
tions of the sodium chloride solution. On the twenty- 
ninth day the infusions were stopped. He was given 
a high protein regular diet and a vitamin B complex. 
He was able to sit on the edge of the bed on the thirty- 
seventh day and was discharged on the fifty-fifth day. 

In view of the experimental work and the experi- 
ence with these human cases, the authors strongly 
recommend that the method be studied further in the 
human, that resistance to infection be increased, and 
healthy granulation tissue stimulated. 

EpwIn W. PassaRELLi, M.D. 


Sulzberger, M. B., Kanof, A., and Eaer, R. L.: 
Studies on the Acid Débridement of Burns. 
Ann. Surg., 1947, 125: 418. 

It is generally agreed that the early removal of non- 
viable tissue or slough from third degree burns is 
desirable and that methods of removing the slough 
should be as gentle and nondamaging as possible, as 
well as “‘selective’’ in that while nonviable tissue is 
removed, all viable elements are left unharmed. 

A study was devised to determine the most suitable 
methods of removing nonviable tissue from burned 
areas. Two symmetrically situated areas on the 
flexor surface of each forearm were burned in human 
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subjects. The burns were approximately 4 by 2.5 cm. 
in size, and histologic examination showed the areas 
were largely third degree burns, but occasionally is- 
lands of intact epithelial elements remained. The 
burns were produced by applying to the skin a round 
copper disc, 1 cm. in diameter and heated to a tem- 
perature of 67° C. for 60 seconds. The heat was kept 
constant by methanol heated to boiling in the bottom 
of the apparatus by a continuous electrical current. 
No pressure was used except that exerted by the 
weight of the applicator itself. Usually the débriding 
applications were begun on the third, fourth, or fifth 
day after the receipt of the thermal burn. The medi- 
cation used was applied in an identical manner. Ap- 
proximately ro c.c. of the medicament tested were 
applied to one of the lesions and covered with a 2 by 
2 in. square of gauze, which in turn was then covered 
by several layers of vaselined gauze. Over this dry 
gauze was laid and held in place by 2 wide strips of 
elastoplast. The agent was applied daily or until fur- 
ther applications had to be discontinued because of 
a prohibitive degree of irritation. On the average, 
débridement took a total of 4 or 5 days for the burn. 
When the débriding agent was discontinued both 
lesions were treated identically, usually with 5 per 
cent sulfonamide cream which was applied daily un- 
til healing was complete. 

The results indicated that 0.9 per cent of pyruvic 
acid starch paste was more effective than plain starch 
paste in producing complete and rapid slough remov- 
al and, therefore, in accelerating healing. Treatment 
with pyruvic acid starch paste produced more rapid 
healing than leaving the lesions untreated, treatment 
under pressure bandage with 5 per cent sodium sulfa- 
diazine cream, treatment with 5 per cent sulfadiazine 
cream, or treatment with % per cent silver nitrate in 
petrolatum. The results obtained from treatment 
with other acids and gels indicate that the effects of 
acid débridement are not specific for pyruvic acid. 
Acid débridement appears to be dependent on the 
maintenance of the correct supply of hydrogen ions 
over a sufficient period of time. Among the other acids 
tested, o.1 molar phosphoric acid (which has a pH 
of 2.0 and is a weakly dissociated acid) proved to be 
the best from all viewpoints. It was approximately 
as effective in slough removal and in accelerating 
healing as was o.1 molar pyruvic acid and o.1 molar 
phosphoric acid in methyl cellulose-water gel or in 
K-Y jelly. It was demonstrated that certain forms of 
dry, hygroscopic powders containing the acids could 
be prepared which on the addition of water would 
rapidly form suitable gels. These proved to be less 
irritating and almost as effective as pyruvic acid 
starch paste in removing slough and promoting heal- 
ing of chemical and thermal burns. 

FRANK F. KANTHAK, M.D. 


Sellers, E. A., and Best, C. H.: Effects of Diets on 
Nitrogen Loss in Urine after Burns. Brit. M.J., 


1947, 1: 
After burns or other injuries the urinary excretion 
of nitrogen may be definitely increased. Previous 
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investigations have indicated that the extent and 
depth of burning affect the amountand typeof nitrog- 
enous material excreted. Large amounts of protein 
must be administered after extensive burns if nitro- 
gen equilibrium is to be maintained. Croft and Pe- 
ters reported that the increase in nitrogen loss after 
burning could be reduced substantially by giving 
methionine, or a protein supplement, to rats main- 
tained on a moderate or low protein diet. This obser- 
vation has been checked by the present authors and 
confirmed only in part. Young female rats weighing 
between 100 and 150 gm. were placed on a diet of 15 
gm. of fox chow a day until a moderately constant 
urinary output of nitrogen was secured. This usually 
occurred in from 10 to 14 days. Under ether anesthe- 
sia they were then subjected for a period of 30 sec- 
onds to water at 85° C. in order to produce a burn of 
the back amounting to about one-third of the surface 
area. On the day of the burn and daily thereafter a 
buffered solution of methionine equal to 1 per cent 
of the diet was injected subcutaneously into 6 of the 
g rats used in the experiment. Urinary nitrogen esti- 
mations were made at 48 hour intervals for 10 days 
after the burning. . 

The following conclusions were drawn: 

A methionine supplement (1%) toa stock diet did 
not reduce the urinary loss of nitrogen after burning. 

When a methionine deficiency existed in the basal 
diet of young rats, however, a supplement of meth- 
ionine lowered the nitrogen excretion. Cystine 
plus an adequate choline intake was ineffective in 
reducing the nitrogen loss in young rats. 

A lysine supplement added to a lysine deficient 
diet was also ineffective. 

The experimental basis for the use of methionine 
in the treatment of burns would therefore appear to 
be limited to the finding that methionine is effective 
in young animals receiving a diet very low in this 
amino acid. With a more extensive injury, the bene- 
ficial effect of giving this amino acid to adult animals 
might be revealed. FRANK F. Kantuak, M.D. 


Langohr, J. L., Owen, C. R., and Cope, O.: Bac- 
teriologic Study of Burn Wounds. Ann. Surg., 
1947, 125: 452. 

Flourishing, contaminating bacteria in a burn 
wound are a deterrent to the healing of the wound. 
The control of these organisms has been attempted 
by many methods. Solvents such as Dakin’s solu- 
tion, coagulating chemicals, and the more selective 
vital dyes have been applied to the wound surface 
but in their toxicity to bacterial growth they have 
proved damaging to the viable cells. The sulfona- 
mides applied locally do not damage viable cells, but 
as they are limited to antistreptococcal specificity 
they have failed to block the development of other 
bacterial species in the wound. Attempts to control 
less susceptible organisms by increasing the local 
concentration of sulfonamide are prohibited because 
of the rapid absorption of sulfonamide from the 
wound surface, which causes a rise in concentration 
of the drug to toxic levels in the body fluids and renal 
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failure. Systemically administered sulfonamide has 
the same limit of toxicity and is successful in control- 
ling only the invasive infection of the streptococcus. 
It was hoped that penicillin would succeed where the 
sulfonamides had failed because of its wider anti- 
bacterial properties and virtual lack of toxicity. 
Studies were devised to demonstrate the nature of 
the bacterial contamination found in partial and 
full-thickness burns in patients treated with either 
penicillin or sulfadiazine. 

On entry to the hospital each patient was placed in 
an isolated room where every precaution was taken 
to avoid further contamination. The burn wounds 
were then covered without débridement or cleansing 
with a dressing of petrolatum gauze, thick dry cotton, 
and an elastic bandage or towel. Subsequent changes 
of dressing were made in an operating room under 
aseptic precautions. The burns were arbitrarily 
divided into areas or ‘‘wounds,” and cultures were 
taken of each wound on admission and at each sub- 
sequent change of dressing until healing occurred. 
Isolation and identification of all morphologic types 
seen microscopically was attempted. Fifty-four pa- 
tients were observed under systemic penicillin therapy 
and 38 under systemic sulfadiazine therapy. No 
patients were observed for any length of time who 
did not receive either form of chemotherapy. The 
penicillin dosage was low in the first cases (100,000 
units or less per day) and high in the later cases (from 
250,000 to 500,000 units per day). The dosage of 
sulfadiazine was regulated by the blood level of the 
drug and was maintained between 6 and 12 mgm./per 
cent. Cultures were obtained once a week from 
nearly all of the wounds. 

It was evident that neither sulfadiazine nor peni- 
cillin exerted more than a limited control over the 
growths of bacteria in the deep burn wound and the 
number of strains multiplied in the absence of chemo- 
therapy. Multiplication did not occur with sulfa- 
diazine therapy and the number of strains slowly 
decreased during penicillin therapy. Resistance to 
penicillin developed rapidly, however, and avirulent 
forms were replaced by virulent bacteria. No beta 
streptococci were recovered on the day of injury from 
the full-thickness burn wounds of patients subse- 
quently treated with penicillin. There was more 
prompt elimination of the beta hemolytic strepto- 
coccus by penicillin than by sulfadiazine from those 
wounds in which this organism was encountered. 
This was presumably due to the observed inability of 
the beta hemolytic streptococcus to develop resist- 
ance to penicillin. The alpha and gamma strepto- 
cocci slowly disappeared from the wounds of patients 
treated with sulfadiazine. In the wounds of the 
penicillin treated patients, in contrast, these strepto- 
cocci grew until, by the eighth week, go per cent of all 
the unhealed wounds contained an alpha strain and a 
majority of the remainder a gamma Strain and a few 
contained both. These two streptococci were found 
to develop resistance to penicillin rapidly. 

Wounds of the buttocks, thighs, and legs showed 
the greatest contamination and the highest incidence 
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of clostridia and the gamma or fecal type of strepto- 
coccus. Wounds of the head and neck revealed the 
least contamination, with no gamma streptococci and 
but few clostridia. The degree of contamination of 
the wounds of the upper extremities lay midway 
between the degrees of contamination of the other 
two body areas. It is suggested that clostridial 
antitoxin be considered in addition to tetanus anti- 
toxin and prompt excision of slough be done in the 
therapy of patients with full thickness wounds of the 
lower extremity. 

The rapid development of resistance to penicillin 
by the previously sensitive staphylococci and strep- 
tococci, and the profusion of penicillin inhibiting and 
insensitive gram-negative bacilli indicate that the 
effective period of penicillin therapy is sharply limited 
to the first 3 weeks. Six weeks after injury, the 
wounds have become a bacterial quagmire. 

The infection of burns is a problem of deep burns. 
The fight against it combines prevention of con- 
tamination, starvation of the bacteria by prompt 
excision of slough, an attack with penicillin, strep- 
tomycin, and sulfadiazine, and bolstering of the 
immune processes of the host by restoration and 
maintenance of physiologic balance of the patient. 

FRANK F. Kantuak, M.D. 


North, J. P.: Clostridial Wound Infections and Gas 
Gangrene. Surgery, 1947, 21: 364. 


This paper is based on the author’s experience 
with clostridial wound infections treated in an Army 
hospital in the North Burma Theater. The loss of 
life and limb which results from delay in the correct 
diagnosis of this infection is a challenge which can be 
met only by maintaining a constant rather than a 
sporadic interest in this disease. The distinction 
should be clearly made between the more or less 
localized clostridial infections, which have an excel- 
lent prognosis with conservative surgical manage- 
ment, on the one hand, and a true gas gangrene, 
which is a diffuse disease carrying an immediate 
threat to life and urgently demanding radical sur- 
gery. The author emphasizes that the adequacy of 
the arterial circulation is the factor which determines 
which of these two types of clostridial infection will 
result. 

The incidence of this infection during the first 
World War in wounds of the soft tissues was 10.8 
per 1,000 cases, and in wounds with compound frac- 
tures 63 per 1,000 cases. While the final figures are 
not available for the incidence of this infection dur- 
ing the second World War, isolated reports from the 
various theaters show the incidence of infection in 
soft tissue wounds was 6 per 1,000 cases and in 
wounds with compound fractures, 17 per 1,090 cases. 

If the principal arterial trunk of an injured extrem- 
ity is intact, the clostridial infection may be expected 
to localize, and, conversely, in the presence of injurv 
to the main arterial supply the clostridial infection 
may be diffuse and gas gangrene may result. In the 
author’s cases, to his certain knowledge 72 per cent, 
and probably 100 per cent, of patients with gas gan- 
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grene had major vascular damage; of the 37 patients 
with a localized clostridial infection, only 3 had vas- 
cular damage, and this was of limited extent. Thus, 
he believes that the degree of arterial damage is the 
determining factor in the course of the infection. 

Early diagnosis will be facilitated if the surgeon 
is suspicious of any case which, from the history or 
physical findings, presents evidence of serious arterial 
damage. A history of sudden increase of pain in the 
wound is of the greatest importance; the pulse and 
temperature chart cannot be relied upon. Direct ex- 
amination of the wound may show marked edema, 
tension, and crepitation. A thin serosanguineous dis- 
charge is usually present and a “‘dead house”’ odor is 
very common and pronounced. 

In this series there were 32 cases of gas gangrene 
with a 31.3 per cent mortality. There should be no 
delay in resorting to appropriate surgery, and this 
implies amputation. Resection of muscle groups and 
more conservative surgical methods are of value only 
in the localized forms of the infection, and are of no 
value in stopping the spread of infection of the gan- 
grenous type. The amputations should be done at 
the level of an adequate blood supply; this will not 
necessarily coincide with the upper limits of crepita- 
tion or infection, which may extend well beyond the 
limits of vascular damage. The amputation should 
always be of the guillotine type. 

Blood transfusions and plasma are important ad- 
juncts to surgery. Sulfonamides probably have no 
direct effect on the clostridial infection but should be 
used to reduce the synergistic organisms. The author 
does not believe that antitoxin is of any value, and 
could detect no difference between the cases in which 
it was used and those in which it was not used. He 
does not believe that he can evaluate the value of 
penicillin in this infection, but advocates its use. 

F. J. LESEMANN, JR., M.D. 


Meleney, F. L., and Johnson, B.: Bacitracin Ther- 
apy. J. Am. M. Ass., 1947, 133: 675. 


In May, 1943 the authors isolated an aerobic 
gram-positive spore forming bacillus which was an 
antibiotic agent. The active principle was present 
in the filtrate of the bacterial culture and was named 
bacitracin. 

The crude filtrate was found to inhibit the growth 
of hemolytic streptococci in the test tube and on 
blood agar plates. The crude filtrate also was found 
to have an abortive action on certain local human 
infections, such as furuncles and carbuncles, when 
injected into the center of the lesion. 

Herbert Anker, biochemist, extracted the anti- 
biotic from the crude filtrate with butyl alcohol and 
obtained a preparation in an aqueous solution. 
When this was dried an amorphous, slightly yellow- 
ish powder was obtained. 

During the last 3 months a preparation which is 
highly soluble and of low toxicity has been made 
available. 

The results of 109 surgical infections treated dur- 
ing the last 3 vears are presented. The first 7 in- 
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fections were treated with the crude filtrate from the 
culture of the bacillus which produced the antibiotic, 
the next 30 infections were treated with the con- 
centrated product prepared by Anker, and the re- 
maining 63 were treated with material furnished by 
Ben Venue Laboratories. 

These cases represent the ordinary run of surgical 
infections. In many cases the lesion has been treated 
unsuccessfully with penicillin or sulfonamide drugs, 
the org:nism being found resistant or antagonistic. 

Bacitracin was administered in two forms: (1) in 
an aqueous solution and (2) in a water soluble oint- 
ment base. Fifty-seven infections were treated with 
solution, 32 with ointment, and 11 with both. Ex- 
cellent results were obtained in 31 cases, good re- 
sults in 57, and questionable results in g; in 3 cases 
basotracin was ineffective. Excellent results are 
those in which the infections treated with bacitracin 
responded within 72 hours. Illustrative cases in each 
group are reported. 

Response to bacitracin was significant, with prompt 
subsidence of swelling, redness, and exudate, or the 
rapid resolution of the infection. All infections 
treated in the first 3 days showed a favorable re- 
sponse. The results were not entirely satisfactory 
in infections which had been present longer. 

The unit has been established tentatively as that 
amount of bacitracin which can be diluted 1,024 
times and still inhibit the growth of 0.1 c.c. of a 1 to 
100 dilution of an 18 hour culture of stock strain of 
hemolytic streptococci (representing about 1 million 
organisms) when planted in 2 c.c. of culture medium. 

The well known producers of penicillinase do not 
inactivate bacitracin and it is for that reason that 
the latter agent may be more effective in the treat- 
ment of mixed infections. The majority of infec- 
tions treated showed a mixture of organisms. Only 
the coagulase positive staphylococci were present 
more often in pure than in mixed cultures. None of 
the gram negative aerobic bacilli that were tested 
were susceptible either to penicillin or bacitracin. 

Bacitracin, like penicillin, will often obviate the 
necessity for surgical procedure. Bacitracin is nei- 
ther locally toxic nor irritating and is not inhibited 
by plasma, blood, pus or broken down tissue. 

GrorGE W. RicHarpson, M.D. 


Anderson, A. B.: Anaphylactic Purpura following 
Intramuscular Penicillin Therapy. Med. J. 
Australia, 1947, 1: 305. 


The author gives an account of a case of anaphy- 
laxis, apparently resulting from penicillin therapy, 
and manifested by transient swelling of joints and 
subcutaneous tissues, intestinal purpura, and toxic 
nephritis. 

The patient was a 37 year old male who had no 
family history of purpura. He was admitted to the 
hospital for operation for an osteoclastoma of the 
lower end of the femur. On the nineteenth post- 
operative day, there was purulent discharge from 
the wound. Penicillin therapy, 15,000 units every 
3 hours, was begun, a total of 500,000 units being 
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given. The wound healed and the patient was dis- 
charged in 1 week. 

About 6 weeks later, during which interval the 
sinus reopened and closed several times, the patient 
slipped and fell. The fall was followed by an acute 
synovitis of the right knee joint, necessitating read- 
mission of the patient to the hospital. Culture of the 
wound discharge revealed Staphylococcus aureus, 
and the patient was given 945,000 units of penicillin 
over a period of 9 days, at the end of which time the 
sinus had ceased draining. , 

Two days later he developed upper abdominal 
pain and tenderness, associated with one emesis, fol- 
lowed in another 2 days by raised painful areas on 
the arms, which subsided in 4 hours. The next day 
there was swelling of the metacarpophalangeal joints, 
severe abdominal pain, diarrhea and melena, and 
ephedrine treatment was begun. 

During the next 3 days the pain, melena, and swell- 
ing of the hands persisted, with the addition of hema- 
temesis. The blood platelet count was 300,000 per 
cubic millimeter. Treatment consisted of adrenalin, 
“‘penta-kaps,” and glucose. The general condition of 
the patient then began to improve, although urin- 
alyses revealed albuminuria, numerous casts, and 
red blood cells. There were no retinal changes or 
generalized edema. Blood pressure readings were 
normal. 

This patient showed the joint symptoms described 
by Schénlein and the intestinal crises described by 
Henoch, with a persistent associated toxic nephritis. 

S. Ltoyp TEITELMAN, M.D. 


Rotman-Kavka, G., Hirsh, H. L., and Dowling, 
H. F.: A Comparative Study of Penicillins X 
and G and Crystalline Penicillin G. N. England 
J. M., 1947, 236: 314. 

Four different fractions obtained from penicillium 
notatum have been identified and named F, G, K, 
and X. Fractions G and X have received the greatest 
attention. It is known that commercial preparations 
contain different amounts of these fractions. 

The purpose of the present study was to determine 
the respective potency of each fraction. Following 
the intramuscular injection of penicillin X, blood 
concentrations were higher and urinary excretions 
were present for 24 hours, as compared with 18 hours 
after the administration of penicillin G. No differ- 
ence in effect was observed between commercial and 
crystalline penicillin. The relative sensitivity of 
bacterial strains to penicillin G and X was computed 
on the basis of weight and some minor differences 
were found. Therapeutically, penicillin G and X 
appear to be about equally effective, with two excep- 
tions: (1) penicillin X may be given less frequently, 
due to slower excretion, and (2) very occasionally a 
bacterial organism may be resistant to penicillin G, 
but sensitive to penicillin X. 

Only 7 patients, among a total of over 450, showed 
toxic reactions. Most of these occurred with early, 
impure preparations; 6 patients had urticaria and 1 
patient had fever. The rash disappeared in 5 pa- 
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tients, in spite of continuation of treatment, and the 
sixth patient developed urticaria of short duration, 7 
days after the discontinuation of penicillin. No 
untoward reactions were observed after intrathecal 
injections of 100,000 units. 

ARTHUR J. LEssER, M.D. 


Pulaski, E. J.,and Amspacher, W. H.: Streptomycin 
Therapy for Bacteriemia. Am. J. Surg., 1947, 73: 
347- 


The authors state that with the successful treat- 
ment of hemolytic streptococcus septicemia by the 
use of sulfonamides, the modern era of effective con- 
trol of infection by chemical and antibiotic sub- 
stances was ushered in. 

Since 1943 the superiority of penicillin over all 
other available forms of treatment for infections due 
to susceptible organisms has been clearly demon- 
strated. 

There still remain a large group of micro-organ- 
isms, notably the gram-negative bacilli, which are 
refractory to penicillin and which may, on occasion, 
invade the blood stream from a suppurating lesion. 

Streptomycin is the most promising antibiotic aid 
presently available for the management of gram- 
negative bacillary infections. 

The present data reveal results better than those 
obtained with the use of the sulfonamides. The 
effects are more rapid, more certain, and serious 
toxic reactions are fewer and less debilitating. 

Streptomycin is bacteriostatic for gram-positive 
cocci as well as for gram-negative bacilli; but its ac- 
tion is not as powerful as that of penicillin on gram- 
positive cocci; therefore it is an alternative agent for 
those cases not responding to penicillin therapy. 

Data on 24 cases of bacteriemia are reported. In 
the 16 cases of bacteriemia due to gram-negative 
bacilli, the urinary tract was involved in 11 cases, 
while in the remaining cases the infection arose from 
sepsis in bone and in the peritoneal cavity. 

The majority of patients received 1 gm. or more of 
streptomycin in divided, intramuscular doses, and 
treatment was continued for an average period of 14 
days. Other chemotherapy failed in 14 of the 24 
patients before streptomycin was employed. Twen- 
ty-two patients recovered and 2 died; in 18 of the 22 
patients, beneficial results were attributed to strep- 
tomycin, and in the remaining 4 patients, the results 
were of questionable value. 

In nearly every instance the temperature subsided 
by a step-ladder type of lysis. In most instances the 
blood was rapidly sterilized of the bacteria, with 
surgical drainage contributing to most rapid clear- 
ance of the blood stream. Occasionally reinfection 
occurred after withdrawal of the streptomycin. 

Little evidence of improvement was noted until 
the third or fourth day. All patients who recovered 
were benefited by the seventh day. With urinary 
calculi the bacteriemias cleared, but the urine re- 
mained infected until the calculi were removed. In 
cases of bone lesions, the infection was localized by 
streptomycin but surgery was necessary. 
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Toxic reactions observed in 2 patients were mor- 
billiform rashes with eosinophilia, albuminuria, and 
some pyrexia; one patient had vertigo. 

Laboratory studies show that an additional effect 
is obtained from the use of subinhibitory concen- 
trations of streptomycin and penicillin. Compet- 
itive excretions result in higher drug levels when 
both agents are parenterally administered simul- 
taneously. 

It is recommended that large doses of strepto- 
mycin be employed routinely in the beginning of 
therapy. From an analysis of results, it is apparent 
that streptomycin therapy in bacteriemia can be 
expected to be successful if (1) the organisms are 
susceptible in vitro, (2) dosage is adequate, the in- 
terval between doses provides bacteriostatic blood 
levels and the duration of treatment is long enough, 
(3) surgical drainage of the primary focus 1s prompt 
and exact, and (4) due consideration is given to the 
management of the patient as a whole. 

GEORGE W. RicHarpson, M.D. 


ANESTHESIA 


Trifari, L. M., and Martin, S. J.: Civilian and Mili- 
tary Aspects of Intravenous Anesthesia. Cuwr- 
rent Res. Anesth., 1947, 26: 45. 


Intravenous anesthesia has followed the pattern of 
marked enthusiasm, followed by skepticism, and 
finally by a conservative and thorough evaluation so 
that now it is an accepted technique. Its historical 
technique is described, with emphasis on the role of 
pentothal sodium. The literary data to date are 
enumerated, and include conflicting views by various 
authors. The usefulness of intravenous anesthesia is 
reviewed, and its ramifications into the specialties— 
neurosurgery, obstetrics, ophthalmology, otolaryn- 
gology and oral surgery, therapeutics, and thoracic 
surgery—are shown. Its use in military work was 
extensive in World War II, and its popularity over- 
shadowed the use of ether. Despite the initial cau- 
tions and adverse comments, the advantages of 
sodium pentothal have become more apparent when 
its limits and contraindications were fully appreci- 
ated. When anesthesiologists trained in its safe use 
became available, intravenous sodium pentothal was 
found to be just as effective and popular in the over- 
seas military installations as in the Zone of the 
Interior. 

Personal experience of the authors in over 4,000 
administrations of sodium pentothal intravenous 
anesthesia corroborate the results of others. The 
principles of its administration, .as first described by 
Lundy and set forth by Adams, are followed as far 
as possible. The intermittent method of administra- 
tion of a 2.5 per cent solution was employed in all 
cases. Its major field of usefulness was found to be 
in orthopedic surgery, as the sole anesthetic agent 
and, secondly, as an induction agent for inhalation 
anesthesia. No deaths attributable to sodium pento- 
thal occurred on the operating table, and no major 
complications were seen during the present series of 


cases. The assets of simple equipment, nonexplosi- 


bility, and ease of preparation were important fac-. 


tors in popularizing this agent among the overseas 
units. 

Other barbiturates have been recently studied. 
These include such drugs as nembutal-ether, nem- 
butal-barbital, cyclopal, and kemithal. Laboratory 
data concerning these drugs were described. The 
advantages of kemithal as pointed out by Halton 
were the notable absence of laryngospasm, the relax- 
ation of masseter muscle, and the lack of depression 
of respiration. The technique of administration is 
described. Sodium succinate is considered a safe 
antidote against toxic doses of nembutal. 

A discussion of curare gives it its proper place as an 
accepted agent in modern anesthesia. Its limitations, 
contraindications, and complications are now recog- 
nized and this helps to outweigh its disadvantages. 
With judicious use its popularity will continue as 
newer uses are found. 

The authors discuss the use of intravenous pro- 
caine, the technique of injection, and its growing 
popularity. Despite the potential dangers of convul- 
sions and severe asthma in the rare, true idiosyn- 
crasy, many advantages justify its continued clinical 
trial. It has almost no effect on respiration, circula- 
tion, emetic center, and diaphoresis. 

The clinical analysis of another intravenous agent, 
morphine, is described. 

The intravenous injection of ethyl alcohol is dis- 
cussed from the standpoint of indications and con- 
traindications. lis value includes analgesia, euphoria, 
caloric intake, and fluid intake. 

Intravenous injections of other agents such as 
paraldehyde, avertin, ether, and magnesium sulfate, 
to produce various depths of anesthesia, have failed 
to arouse significant enthusiasm. Thus intravenous 
anesthesia is now an established technique and is 
becoming increasingly popular in all English speak- 
ing countries. Particular emphasis is given to the 
recent reports on the pharmacology and clinical 
aspects of sodium pentothal, curare, and procaine 
administered intravenously. 

The increase in volume and quality of the litera- 
ture indicates that during the next few years anes- 
thesiologists will make definite progress in intra- 
venous technique. Mary Karp, M.D. 


Robinson, M. H.: Deterioration of Solutions of 
Pentothal Sodium. Anesthesiology, 1947, 8: 106. 


A bulk solution of 5 per cent pentothal sodium pre- 
pared from the commercial ampules and kept for 65 
days at room temperature of 18 to 22 degrees C., was 
found to deteriorate steadily with time, as evi- 
denced by the fall in melting point of extractable 
pentothal acid. When kept in the refrigerator at 5 
to 6 degrees C., the rate of deterioration was greatly 
reduced. At the lower temperature, sealing the flask 
as compared to leaving the solution open to the air 
prevented the formation of crystals on the surface of 
the fluid, but had no demonstrable effect on the melt- 
ing point over a period of 15 days. 
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Intravenous injection (at a standard rapid rate) 
in mice of a solution stored for 13 days at 18 to 22 
degrees C. failed to reveal any significant change in 
ADs50, LDs50, and LDs50/ADs50. Statistical analysis 
of the bio-assay data, however, showed that although 
no deterioration was demonstrated, a 10 to 15 per 
cent loss of potency might have been obscured by 
the error of the method. 

It is suggested that if a 5 per cent bulk solution of 
pentothal sodium is to be used on successive days, it 
should be stored in the refrigerator, and discarded 
‘according to the usual practice when turbidity ap- 
pears, but until further information is available the 
solution should not be kept longer than 3 days at 18 
to 22 degrees C., or 7 days at 5 to 6 degrees C. 

Mary Frances Por, M.D. 


Allen, E. C., and Eversole, U. H.: The Use of Curare 
in Anesthesia. N. England J. M., 1947, 236: 523. 


In a historical summary of curare, full credit for 
the modern development of the drug is given to Gill; 
for its pharmacological and clinical trial, full credit is 
given to McIntyre and Bennett. To Griffin and 
Johnson goes the credit for the introduction of curare 
to the field of anesthesiology, in 1942. The mecha- 
nism of physiological action is discussed, although 
the exact nature of this mechanism is not completely 
understood. The administration of curare produces 
a paresis or paralysis of the voluntary musculature 
throughout the body. It is supposed that the drug 
has no central action, but further experimental work 
may disprove this assumption. No electrocardio- 
graphic changes in either normal or diseased hearts 
are noted during the administration of curare. The 
hypotension seen after curare is transient. The pulse 
is unaffected. The drop in blood pressure is only 
about 20 mm. of mercury and it usually lasts only a 
few minutes. It is questionable whether this is the 
result of a block in transmission between pregangli- 
onic and postganglionic fibers in the sympathetic 
system, or of poor peripheral venous return as the 
result of the loss of muscle tone. A temporary loss of 
tone and peristaltic activity of the small bowel is 
produced with curare. It is rapidly eliminated from 
the body, and most of it is broken down in the liver, 
the remainder being excreted unchanged by the 
kidneys. 

The method of administration may be that de- 
scribed by Griffin and Johnson, or by Cullen. In 
small infants doses of 4 to 6 mgm. have been em- 
ployed. The anesthetist must be prepared to treat 
respiratory depression or apnea, to maintain ade- 
quate airway, and to understand endotracheal tech- 
nique. Smaller doses are used for patients who are in 
shock, or are elderly or debilitated. Curare is best 
combined with cyclopropane. It neither increases 
nor decreases the irritability of the heart in this 
combination. When the weaker gases, nitrous oxide 
and ethylene, are used, much larger doses of curare 
are needed. Caution must be taken when it supple- 
ments ether anesthesia, as a cumulative action seems 
to take place. Favorable results occur with the 
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combination of curare and pentothal. The pure 
crystalline product obviates the disadvantages of 
precipitation occurring with this combination. 

The contraindications include myasthenia gravis, 
inadequate airway, and suspected liver and renal 
damage. Although prostigmin is a direct antidote, 
artificial respiration is the best treatment. Curare 
has proved to be a valuable adjunct to spinal anes- 
thesia in abdominal operations for massive hemor- 
rhage, bronchoscopies and esophagoscopies, and for 
more extensive operations such as laminectomies 
splanchnicectomies and intrathoracic operations. 

Thus curare has proved itself in the course of a few 
years to be of considerable value in the field of 
anesthesiology. It is not a panacea, but it is a useful 
adjunct and further investigation and research will 
set its true pattern in clinical applicability. 

Mary Karp, M.D. 


, 


Wiggin, S. C., Schultz, P. E., and Saunders, P.: 
Experiences with Curare in Anesthesia. JN. 
England J. M., 1947, 236: 526. 


The main purposes of this paper are to consider the 
indications for curare, its comparison with other 
agents, and to present experience with the use of 
curare (intocostrin) in 450 cases. The cases were 
divided into four groups. The first group were elec- 
tive abdominal surgical cases in which curare was ad 
ministered, the second group included cases in which 
a single dose spinal anesthetic for abdominal surgery 
was used, the third group consisted of poor risk pa- 
tients, and the fourth group comprised patients who 
required endotracheal anesthesia. 

Experience with the cases of the first group led to 
the conclusion that the order of choice of anesthesia 
for abdominal procedures was as follows: (1) spinal 
anesthesia; (2) general light anesthesia with curare; 
(3) deep general anesthesia or other methods. The 
management of cases in which spinal anesthesia is 
wearing off and in which the intra-abdominal surgery 
must be continued has been simplified by the intro- 
duction of curare. In such cases, light inhalation 
anesthesia or pentothal plus curare has provided the 
needed relaxation in anesthesia for the completion of 
surgery. 

The use of curare in poor risk patients has been 
facilitated by the use of light cyclopropane anesthesia 
with small doses of curare. Satisfactory anesthesia 
can thus be accomplished by their balanced use with 
small doses that, if used alone, would be insufficient. 
There have been no cumulative effects from these 
small doses. The use of curare to facilitate intra- 
tracheal intubation adds another method to the 
various techniques of preparing patients for intuba- 
tion. The advantage of this procedure is that it 
allows the anesthesiologist to use a light level of 
general anesthesia and to obtain complete relaxation 
in a relatively short time. The possible respiratory 
embarrassment following intubation is a disadvan- 
tage. 

The authors state that the recovery period in all 
cases of all four groups was generally uneventful and 
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brief. Three patients presented respiratory depres- 
sions, and these emphasized the importance of the 
physiological control of respiration during the opera- 
tion, and the necessity of the same careful supervision 
of patients who are under the effect of curare in the 
postoperative period. Mary Karp, M.D. 


Ostlere, G.: Curare in ‘‘Poor-Risk’’ Patients. Brit. 
M.J., 1947, 1: 448. 


The present article is based on 136 surgical cases 
in which curarization was performed at Hill End 
Hospital (St. Bartholomew’s). Limitation of sup- 
plies demanded a careful selection of cases, curare 
being used almost exclusively for abdominal and 
chest operations, particularly with “poor-risk”’ pa- 
tients. 

In abdominal cases, endotracheal intubation was 
performed after pentothal induction, followed by the 
administration of nitrous oxide, oxygen, and trilene. 
Fifteen milligrams of curarine were used, if needed. 
Anesthesia was maintained by means of nitrous 
oxide-oxygen with minimal trilene from a semiclosed 
Boyle apparatus. It is important that only a trace 
of trilene be employed. Curare was given when the 
peritoneum was first reached, further doses being 
added as relaxation demanded. 

For thoracic cases, pentothal induction was fol- 
lowed by cyclopropane oxygen. Blind intubation and 
a throat pack were usually employed. Just before 
the patient was turned on the table, 15 mgm. of 
tubarine were given. During maintenance, if the 
respiration increased in depth, 5 mgm. of tubarine 
were given, while any movement or an increase in 
respiratory rate was considered an indication for 
more cyclopropane. 

Twenty patients with eye complaints after the use 
of curare have been seen. Blurring of vision was the 
commonest fault complained of, often accompanied 
by other defects such as ptosis and failure of accom- 
modation. 

The author’s impression was that although curare 
proved an inestimable boon in the theater, it had no 
effect on the frequency of postanesthetic vomiting, 
and possibly slightly reduced the incidence of antici- 
pated chest complications. The greatest advantage 
of curare is that it enables very ill patients, particu- 
larly those needing thoracic surgery, to undergo 
operation without a dangerously prolonged deep 
anesthesia and to recover rapidly from the immedi- 
ate effects of the operation. 

Mary FRANcEs Poe, M.D. 


Barnes, J.: Pethidine in Labor. Brit. M.J., 1947, 1: 
437- 

This article embodies the results of the use of 
pethidine as an analgesic agent in over 500 cases ob- 
served in the Obstetric Unit at University College 
Hospital, London, between the years 1942 and 1946. 
The dose used was 100 mgm., given by subcutaneous 
or intramuscular injection, and repeated as required. 
In many cases, pethidine was combined with other 
sedatives and analgesics, the patients receiving ni- 


trous oxide-and-air analgesia or trilene in the later 
stages of labor. A single injection of 100 mgm. was 
adequate for the majority of labors, and a high pro- 
portion of the remainder required only two doses. 

There was no maternal mortality. Slight toxic 
effects were noted in 11 mothers. These effects were 
transient. Signs of asphyxia were noted in 55 in- 
fants; recovery occurred in all. Pethidine may have 
contributed to slight respiratory depression in a few 
cases. Good analgesia was experienced by 55 per 
cent of the mothers. Failures may be accounted for 
in some cases by the fact that pethidine was given too 
late in labor. Amnesia was obtained in only 10 per 
cent. No effect on uterine contractions was noted in 
67 per cent of the mothers. The claim that pethidine 
shortens the duration of labor cannot be substan- 
tiated. No tendency to postpartum hemorrhage was 
noted. 

Although pethidine does not fulfill all the criteria 
laid down by Sturrock for the ideal obstetric anal- 
gesia, it is suggested that it approaches the ideal 
more nearly than any other agent in current use. 

Mary FRANcES Pog, M.D. 


Jarman, Ronald; Evans, Frankis; Lloyd-Davies, 
O.V.; Vessell, V. Eades; Dale, H. W. Loftus; and 
Goldman, Victor: Discussion of Anesthesia for 
Abdominoperineal Operations for Cancer of 
the Rectum. Proc. R. Soc. M., Lond., 1947, 40: 
263. 


JARMAN. The anesthesia technique for operations 
for cancer of the rectum has been more or less 
standardized. The method of choice is pentothal, 
spinal block, and nitrous oxide-oxygen. An adrena- 
lin drip during operation permits control of hypoten- 
sion. Blood transfusions are given immediately after 
operation. Fourteen days of observation and prepa- 
ration prior to operation are important. The pa- 
tient is taught to use his muscles while lying in bed, 
especially how to breathe and use his abdominal 
muscles. 

Evans. The preference is for a spinal analgesia in 
combination with a dilute pentothal drip for excision 
of the rectum. This method diminishes nerve shock 
and tends to lower the blood pressure; these results 
are advantages. A heavy solution of nupercaine is 
used for the spinal block, the analgesia level being 
limited to the costal margin. 

A special cannula has been designed for the intra- 
venous infusion. The adrenalin drip is started if the 
blood pressure falls below 80 and is continued post- 
operatively. In all cases, blood is given during the 
operation. 

Lioyp-Davies. Turning the patient during oper- 
ation can be avoided by using the lithotomy-Tren- 
delenberg position. If adrenalin has been used dur- 
ing the operation it must be continued in the ward 
until the normal vasomotor control recovers. 

VESSELL. Early blood transfusion during the 
course of operation is strongly recommended. 

Date. Cyclopropane in conjunction with spinal 
analgesia for abdominoperineal excision is prefer- 
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able to nitrous oxide as it permits an increase of oxy- 
gen. Recently spinal analgesia have been abandoned 
in favor of cyclopropane and curare to avoid the fall 
in the blood pressure. 

GoLpMAN. Since light cyclopropane anesthesia is 
generally employed, the use of adrenalin is not 
recommended. Instead, methedrine is added to the 
saline infusion. 

RowsortHam. He has given up the use of adrena- 
lin since plasma or serum has become available, and 
is of the opinion that the use of plasma or serum is 
superior to that of many analeptic drugs. 

Mary Frances Por, M.D. 


Whitehead, R. W., and Draper, W. B.: A Respira- 
tory Reflex Originating from the Thoracic Wall 
of the Dog. Anesthesiclogy, 1947, 8: 159. 


The authors’ experiments have revealed the exis- 
tence of a respiratory reflex which is more effective 
in anesthetic depression than is either tongue trac- 
tion or anal stretching. It is initiated by the applica- 


tion of light pressure to a localized area of the chest 
wall. 

The thoracic wall reflex has the following charac- 
teristics: the adequate stimulus is light pressure; the 
respiratory act induced is carried out in a smooth 
and normal manner and is largely diaphragmatic; 
fatigue of the reflex may occur but its sensitivity is 
rapidly restored; the reflex is susceptible to inhibi- 
tion and may disappear in severe hypoxia or shock. 

The reflex was obtained following very light pres- 
sure applied to the distal end of the scalenus medius 
muscle and its tendon, or to the proximal end of the 
rectus abdominis muscle and its tendon. It may be 
significant that the reflex arises with apparently equal 
power from two muscles and their tendons which 
have opposite respiratory functions, and which, in 
the dog, happen to be in close anatomical relation. 

The existence of this reflex in the human is un- 
demonstrated, but, if present, should prove a valu- 
able aid to resuscitation. 

Mary FRANCES Por, M.D. 





PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Torelli, G.: Alveolar Filling in Bronchography 
(Considerazioni sul riempimento alveolare in 
broncografia). Radiol. med., Milano, 1947, 33: 109. 


The classical description of the distribution of 
iodized oil in bronchography is the one made by 
Vallebona, who observed that the opaque substance 
descended by gravity into the larger bronchi and 
then by aspiration into the finer bronchial branches 
(bronchial phase), after which the bronchus emptied 
either by elimination upward through coughing or by 
further descent of the oil into the alveoli (alveolar 
phase). 

The author performed bronchography in 30 cases, 
taking roentgenograms immediately after, 15 min- 
utes after, and 30 minutes after the introduction of 
the oil. He also re-examined 350 bronchograms made 
in the Institute of C. Forlanini in the years from 1935 
to 1944, wherein the 15 minute and 30 minute con- 
trols were not made. In nearly all of these pictures 
he was able to confirm the presence of numerous 
shadows of microannular appearance and of about 
1 mm. in diameter. The elements were most easily 
made out by the aid of a low power lens on the 
negative and the rotating anode machine. 

It is true that Vallebona saw these microannular 
shadows. However, in his cases the structures were 
not seen until 18 days, and in 1 instance one year, 
after the introduction of the oil, and he ascribed 
them to peribronchitis with infiltration of the opaque 
substance into the tissues surrounding the smaller 
bronchi. In the author’s cases there was no time for 
this process to take place and he ascribes the phe- 
nomenon to the deposition of mural residue of the 
iodized oil in the alveolar canals. 

Joun W. BRENNAN, M.D. 


Good, C. A.: Roentgenologic Findings in Myas- 
thenia Gravis Associated with Thymic Tumor. 
Am. J. Roentg., 1947, 57: 305. 


In 17 of a series of 100 consecutive cases of myas- 
thenia gravis, roentgenologic examination disclosed 
a tumor in the anterior mediastinum. An exploratory 
operation was performed in 11 of the 17 cases. Three 
of the 17 died and necropsy was performed. In all 
but one case, microscopic examination demonstrated 
that the tumor originated in the thymus gland. No 
single type of roentgenologic examination was respon- 
sible for the diagnosis. It was necessary to use roent- 
genoscopy and lateral roentgenograms as well as the 
more routine posteroanterior projection. 

Thymic tumors found in this series have been 
grouped into two classes, according to the ease of 
roentgenologic recognition. One type is well defined 
and easily seen in all roentgenograms; the other type 
is plaque-like in shape and is easily overlooked. In 
order not to overlook thymic tumors the recom- 
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mended roentgenologic procedure in all cases of my- 
asthenia gravis consists of roentgenoscopy and lateral 
roentgenograms of the thorax as well as the more cus- 
tomary stereoscopic roentgenograms made in the 
frontal projection. 


Lanzara, A., and Paoletti, M.: The Mechanism of 
Food Passage through the Cardia in Man 
under Experimental Conditions (Sul meccanis- 
mo del transito cardiale nell’uomo in particolari con- 
dizioni di esperimento). Radiol. med., Milano, 1947, 
33: 97- 

In order to study the syndrome of cardiospasm 
it is necessary to elucidate the normal activity of 
the cardia. 

While peristaltic movements of the oropharyngeal 
segment are essential for the initial propulsion of 
food, a similar activity of the epicardial region is 
probably important for the passage of food through 
the cardia. 

In order to avoid the effect of deglutition, the 
author introduced a barium suspension into the 
esophagus through a tube. On the average, he used 
150 gm. of barium suspended in 300 c.c. of water. 
The suspension was injected into the upper, middle, 
or lower portion of the esophagus, respectively, with 
the patient in the erect position. The same series of 
experiments was repeated with the patient in the 
supine position. 

Roentgenograms showed that the epicardiocardial 
segment possesses an autonomic function which finds 
its expression in excitation of the epicardial region 
by pressor stimuli. Apparently the pharynx, by pro- 
voking a peristaltic wave after deglutition, may act 
indirectly and supplement stimuli sufficient to ex- 
cite the activity of the epicardiocardial region. 

JoserH K. Narat, M.D. 


Ricketts, W. E., Kirsner, J. B., and Palmer, W. L.: 
Large, Otherwise Normal, Gastric Rugae Sim- 
ulating Tumor of the Stomach. A Report of 3 
Cases. Gastroenterology, 1947, 8: 123. 


The authors present 3 cases in which roentgen 
examination revealed the appearance of gastric tumor 
simulated by large, but otherwise normal, gastric 
rugae. 

In the first case there was an abnormal appearance 
of the antrum, with a coarse, irregular mucosal pat- 
tern suggestive of neoplasm with ulceration. In the 
second case the outstanding finding was a filling de- 
fect in the midportion of the stomach along the great- 
er curvature. In the third case there were very large, 
coarse folds, especially in the upper portion of the 
stomach. Subsequent examinations by gastroscopy 
and repeated roentgen studies revealed that in the 
first 2 cases the folds returned to normal size follow- 
ing insufflation of air and in the third case, after the 
subsidence of peristaltic activity. 
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The underlying mechanism is not clear although 
the gastric spasm with increased contractility of the 
muscularis mucosae may play a very definite role. 
The cases of Jenkinson and Latteier, which were 
confirmed at operation, are in this respect of great 
supportive value. The authors themselves recently 
observed a fourth case in which a polypoid filling 
defect, found roentgenologically, proved to be re- 
dundant gastric mucosa at operation. The patient 
died of lobar pneumonia 1 year later when, at autop- 
sy, an entirely normal stomach was revealed. 

Serial roentgenograms and colored gastroscopic 
views of the 3 cases are reproduced. 

The conclusion is reached that large rugae simulat- 
ing gastric tumors occur more frequently than has 
been generally appreciated. Gastroscopy associated 
with repeated roentgen examinations should lead to 
the proper diagnosis. T. Levcutia, M.D. 


Weens, H. S., and Florence, T. J.: Nephrography. 
Am. J. Roenig., 1947, 57: 338. 


The authors designate the marked roentgenologic 
contrast visualization of the kidneys which is seen 
following intravenous urography in acute calculous 
or noncalculous obstruction of the ureters, as 
nephrography. In to of 23 patients, opacification of 
the kidney occurred following intravenous urography. 
The condition was produced artificially by the in- 
sertion of a Dourmashkin’s dilating bougie into the 
proximal or midureter, and the injection intrave- 
nously of 30 to 35 c.c. of 35 per cent diodrast solution. 
In any case, 30 minutes after the injection roentgeno- 
grams visualized the kidney shadows extremely well 
because of the opacification of the kidney. 

Nephrography makes it possible to demonstrate 
the excretory portion of the kidney. Lesions which 
displace the parenchyma may be revealed as defects 
in the opacified kidney shadow. For these reasons 
this method should be valuable in the demonstration 
of tumors, cysts, abscesses, and infarcts; also, by 
means of nephrography, intrarenal shadows needing 
differentiation, and congenital anomalies such as 
horseshoe kidneys and ectopic kidneys, may be 
studied to advantage. Nephrography should not be 
aroutine procedure nor should it replace pyelography. 

FRANK L. Hussey, M.D. 


MISCELLANEOUS 


Crainz, F.: Irradiation of the Ovary and Its Action 
on Progeny (L’irradiazione dell’ovaio e la sua 
azione sulla discendenza). Ginecologia, Tor., 1946, 
12: 385. 

The author observed a 41 year old woman who 
gave birth to an apparently normal, male child of 
4,100 gm. body weight, after having undergone, 214 
years previously (during the sixth month of a 
pregnancy), amputation of the posterior lip of the 
cervix for a vegetating basocellular epithelioma. 
This had been followed by 3,600 mgm. hours of 
radium treatment with spontaneous abortion 5 days 
later. The author thereupon reviewed the vast 


zoological, botanical, radiological, and gynecological 
literature. 

He concluded from these studies that roentgen 
rays and the gamma rays of radium acting directly 
on the sexual glands of plants and animals, which 
have thus far been subjected to experimental study, 
are quite capable of producing anomalies of develop- 
ment in the progeny. These anomalies are, it is true, 
due to hereditary factors of a recessive character, 
which in accordance with the Mendelian law do not 
tend to appear until several successive generations 
have appeared. The mutations so far observed have 
been of disadvantage to the species involved. 

The frequency of these mutations is directly 
proportional to the ionization dose reaching the sex 
cell, and its action is irreversible. It seems that the 
length of the wave used and the period of administra- 
tion has no effect on the results. Smaller amounts 
reaching the sex gland over a long period of time 
show an integral summative effect, and this summa- 
tive effect may be increased even in subsequent 
generations. 

The author’s studies include 881 women who re- 
ceived irradiation treatment to the pelvis previous to 
impregnation. These pregnancies resulted in 23 
abnormal children. Of course, these figures are not 
of much value since the normal births in irradiated 
parents tend to escape attention and the figures 
include only the evident anomalies of the first genera- 
tion and do not take into account the recessive 
injuries which may not appear at once. Thus, it 
cannot be shown at present that the anomalies in the 
human child will reappear in subsequent generations, 
that is, represent 2 hereditary alteration; however, 
this inheritance of irradiation anomalies has been 
amply shown to be possible in plants, insects, in- 
vertebrates, and even in the lower vertebrates (mice, 
rats, rabbits, guinea pigs) and there is no reason to 
disregard similar probabilities in the human being. 
The dog has never been subjected to studies of this 
nature and the author strongly recommends that 
this be done, as the intellectual and emotional re- 
sponses of the dog are so easily understood that the 
researcher is enabled to appreciate the finer mental 
and physical changes which escape the grosser forms 
of observation. The inheritance of the effects of 
irradiation lesions in the Drosophila melanogaster 
corresponds exactly to the manner of inheritance of 
the hemophilic condition in the human being. 

The author disagrees with the claims of Gauss: 
that only the maturating human sex cell will be 
injured by the rays, that the undeveloped, primitive, 
resting cells are insensitive, and that, therefore, an 
abstention from childbearing (abstention from sexual 
relations, birth control, abortion) for 2 years follow- 
ing exposure will eliminate all probability of heredi- 
tary effects on the progeny. He therefore recom- 
mends that nonsterilizing doses of irradiation about 
the pelvis be reduced to the minimum, both as 
diagnostic ‘procedures and as treatment, and that 
personnel employed in radiologic institutions be 
zealously protected against even minimal dosages. 

Joun W. BRENNAN, M.D. 


MISCELLANEOUS 


CLINICAL ENTITIES-—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 

Leriche, R.: Surgical Treatment of Sjégren’s Syn- 
drome, Dry Eye and Mouth. End Results 28 
Months after Bilateral Section of the Vertebral 
Nerve. Nature of the Disease (Traitement chi- 
rurgical du syndrome de Sjégren, Oeil sec et bouche 
séche. Résultat au bout de vingt-huit mois d’une 
double section du nerf vertébral. Nature de la mal- 
adie). Presse méd., 1947, 55: 77- 


On June 15, 1946, Clement called the attention of 
the medical profession to the rare syndrome of 
Sjégren which is characterized by dryness of the eyes 
and mouth and has no known treatment. The 
author recalls having seen a patient in 1939 who 
showed these findings, and he presented a complete 
and detailed history of the case. 

A 50 year old woman consulted the author because 
of dryness of the mouth and eyes of about to years’ 
duration. Shortly before the onset of her illness she 
was involved in a car accident in which she sustained 
severe trauma to the head with loss of consciousness. 
Following this she suffered from occipitoatloid pain, 
and soon noticed that she had almost no saliva even 
while eating. At about the same time her teeth, 
which had always been in excellent condition, began 
to disintegrate and all of them had to be extracted. 
There was, however, no impairment of her sense of 
taste, smell, or hearing. Her appetite remained good. 
Three years prior to admission, her eyes became dry. 
The lids were normal but a few of her eyelashes were 
falling off. Shortly thereafter her eyes became so dry 
that she was unable to cry and it became necessary 
for her to carry a small bottle of water to moisten 
them as well as her mouth. One year prior to ad- 
mission, she developed considerable painful swelling 
of both parotid glands, and pus could be seen exuding 
from Stensen’s ducts. 

At the time of physical examination by the author 
there was complete dryness of the mouth, lips, 
tongue, soft palate, pharynx, and eyes. There was no 
sign of conjunctivitis. Large drops of pus could be 
seen at the ostia of Stensen’s ducts. A few small 
telangiectasias similar to scleroderma but without 
skin atrophy were present on the face which was 
somewhat shrunken due to depression of the parotid 
and submaxillary regions. On the basis of these find- 
ings the author as well as a medical consultant made 
a tentative diagnosis of atypical scleroderma. 

The patient was observed for several days while 
attempts to revive the lacrymal and salivary gland 
through the production of hyperemia by sympathetic 
block were undertaken. Since these proved effective, 
an operation on the sympathetic system was done. 
The roots of the right vertebral nerve were severed 
and a fragment of the cervical sympathetic chain 
above the stellate ganglion but including the middle 
cervical ganglion was resected. The same night of 
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the operation both subjective and objective improve- 
ment was noted. Five days later the left side was 
done with the same result. Immediately following 
operation the telangiectasias almost disappeared. 
Four days later the patient salivated some thick 
saliva. In 8 days the patient was discharged, having 
lost the annoying sensation of dryness of her eyes and 
mouth. Soon she “was able to cry. These results 
remained permanent for 28 months when she died 
from acute hemorrhagic purpura. 

In the author’s opinion two obvious conclusions 
can be drawn from this case. 

1. The patient presented a true case of Sjégren’s 
syndrome. Nothing was lacking. There was dryness 
of the eyes, mouth, and pharynx with parotid and 
submaxillary atrophy. 

2. Bilateral section of the cervical sympathetic 
nerve proved effective both subjectively and objec- 
tively. On the basis of this result early surgery is 
indicated for relief of symptoms and to prevent 
atrophy of the parotid and submaxillary glands. 
This proposal can be justified by the following: 

In all cases of Sjégren’s syndrome which have been 
biopsied or autopsied, atrophy of the salivary and 
lacrymal glands has been present. The author be- 
lieves that this atrophy is due to a decrease in blood 
supply either from arterial obliteration or vaso- 
constriction. To prevent the atrophy and trophic 
disturbances in this syndrome, one must improve the 
deficient local circulation. This is accomplished by 
sectioning the cervical sympathetic chain, which 
abolishes vasoconstriction and also makes the glands 
more prone to respond to stimuli from the secretory 
fibers of the innervating nerves. In mild cases, peri- 
arterial sympathectomy and repeated novocain 
blocks may suffice but in severe cases cervical sym- 
pathectomy becomes necessary. In doing the sym- 
pathectomy the stellate ganglion is not removed in 
order to maintain the accelerator fibers of the heart 
and vasoconstrictor fibers of the upper limb. The 
resection of the second and third dorsal ganglion is 
also unnecessary. 

In his case, Leriche severed the branches of origin 
of both vertebral nerves. This was perhaps not the 
ideal operation although the result was good. Per- 
haps better results could have been obtained if re- 
section of the middle portion of the cervical chain 
and removal of the middle cervical ganglion up to the 
lower pole of the superior ganglion had been carried 
out. 

In the last part of his article, Leriche tried to 
determine the place of Sjégren’s syndrome in the 
nosography. Is this disease simply a local process of 
vascular or vasomotor origin? Is it an elective 
atrophy of the glands? The author came to the 
conclusion that there is no relation between this 
syndrome and atypical scleroderma. It is, according 
to him, an elective atrophy of the lacrimal gland and 
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all of the salivary glands. Having observed the 
peculiar dental disturbances of his patient and noting 
that her death was due to hemorrhagic purpura, the 
author believes that this might be a systemic disease, 
at least in its origin. A disturbance of the neuro- 
vegetative system has been mentioned as the patho- 
genesis. This is somewhat vague and without micro- 
scopic examination of the prevertebral ganglions one 
cannot substantiate such a hypothesis. 

The author advised that histologic examination of 
the sympathetic ganglions and arteriography through 
the external carotid artery be done to add to the 
knowledge of this peculiar disease. 

GERARD GaGnon, M.D. 


Darmady, E. M.: Renal Anoxia and the Traumatic 
Uremia Syndrome. Brit. J.Surg., 1947, 34: 262. 


It was the experience of the staff at an R.A.F. Cas- 
ualty Clearing Station in England that successful 
surgery was often marred by the onset of uremia 
which sometimes proved fatal. Among 10,000 casu- 
alties admitted there were 44 deaths, and in 12 of 
these, death was directly due to renal failure. Bio- 
chemical investigations were continued, and the 
present report deals with a further 6 cases of fatal 
traumatic uremia, and 3 more cases of uremia with 
recovery. It is clear that the biochemical course of 
all the cases, and the histological changes found post- 
mortem in the fatal cases are sufficiently similar to 
warrant the assumption that some common factor 
was operative in producing the uremia. 

The clinical features are characteristic. In the 
series under consideration all were severely wounded 
men who had suffered considerable loss of blood ac- 
companied by shock, requiring energetic resuscita- 
tive measures. Thus in many cases prolonged peri- 
ods of hypotension were recorded. The onset of 
symptoms took place between the second and sixth 
day after injury. Usually, the first sign was anorexia, 
with a tendency to hiccup, and this was followed in 
the course of a few days by copious vomiting. The 
tongue was dry and brown, and the patient was 
drowsy, with attacks of hallucinations. Cyanosis 
was frequently present. Occasionally a petechial 
rash was seen over the upper parts of the body. This 
was thought to be a manifestation of fat embolism (a 
common feature in severely wounded casualties). 
During the prodromal period oliguria was present, 
although this was not always obvious unless a fluid 
intake and urinary output chart was kept. All the 
patients whose cases are recorded had an enormous 
rise in blood urea, oliguria, and a disturbance of elec- 
trolyte balance. The highest blood urea recorded 
from this series was only 66 mgm. per cent. The 
urinary urea remains constant at values between 1.8 
and 2.1 mgm. per cent in spite of the fact that the 
blood urea value swings between 496,461, and 473 
mgm. per cent. The specific gravity of the urine re- 
mained between 1014 and 1018. The pH of the urine 
did not vary with the alteration in alkali reserve 
(44 to 66 volumes per cent) but remained at 6.4, 6.6, 
and 6.8. 


Disturbance of electrolyte balance. This presents 
several problems since not only was there an acido- 
sis, but also hypochloremia. It was easy to alter the 
alkali reserve by treatment with intravenous sodium 
lactate, but the restoration of the alkali reserve was 
difficult to maintain. Even if the electrolyte balance 
of the blood is corrected early, the disease is still pro- 
gressive and there is a continued rise in blood urea. 
The author made a study of the macroscopic and 
microscopic findings at autopsy, along with the etio- 
logical factors and the similarity to other conditions, 
and concluded that the ultimate cause of the death is 
renal anoxia. 

The mechanism of the production of renal anoxia 
by alteration of the blood supply to the kidney by 
vasospasm is problematical. There is an immediate 
alteration in the CO.- combining power from the in- 
travenous use of 5 c.c. of molar sodium lactate solu- 
tion, but the response to sodium chloride is slow. 
The body conserves its stock of sodium chloride after 
depletion, for even after the blood chloride has re- 
turned to normal there is no secretion of chloride in 
the urine for 3 to 4 days. The fact that an acid urine 
may be secreted in the presence of alkalosis has been 
noted again and again. A general survey of the pres- 
ent series and the cases in the literature would seem 
to indicate that it is more important to correct the 
salt deficiency than the alkali reserve, but since a 
low alkali reserve and low blood chlorides have been 
found in other wounded men, it is believed that the 
electrolyte balance does not, in fact, play a major 
part in the production of traumatic uremia. It 
would appear that the tubular change is the essential 
and characteristic lesion in these patients dying of 
uremia and that the presence of pigment casts is inci- 
dental. The most acceptable theory seems to be that 
of renal anoxia, which may well be brought about by 
vasospasm. This in its turn may be produced by 
various conditions such as shock, sensitizing anti- 
gens, dehydration, and hypochloremia. Trueta 
(1945) has drawn attention to the fact that in shock, 
overstimulation of the peripheral nerves may cause 
persistent spasm of renal and other arteries, and 
this would lead to interference with the blood supply 
and result in renal anoxia. 

The dangers of overalkalinization, and possible 
help through splanchnic block, are indicated in the 
case of a Polish private who was wounded on April 
25, 1945 by a gunshot wound of his left buttock and 
thigh. On the following day his leg was found to be 
ischemic, and the femoral artery injured. An imme- 
diate amputation was performed through the thigh. 
His postoperative condition was described as only 
fair. Five days after wounding he started to hiccup, 
and on the sixth day he was evacuated by air and 
admitted to Wroughton. He was now vomiting, and 
his blood urea was found to be 500 mgm. per cent. 
His fluid intake was limited, and on the eighth day 
after wounding his blood urea had risen to 820 mgm. 
per cent. Splanchnic block was then performed. His 
blood pressure fell, and on the ninth day after 
wounding his blood urea had fallen to 220 mgm. per 
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cent. From this 4ay on, his condition rapidly im- 

proved. He was transferred 27 days after wounding, 

his blood urea being 49 mgm. per cent on discharge. 
C. Frep GOERINGER, M.D. 


King, E. S. J.: The Nature of the Pilonidal Sinus. 
Austral. N. Zealand J. Surg., 1947, 16: 182. 


The author believes that pilonidal sinuses are not 
the result of an error in fetal development. It is his 
belief that there is an irritation of the skin of the sa- 
crococcygeal region of an adult which leads to a crypt 
formation by widening of a hair follicle or formation 
of a simple depression. Gradual deepening of the 
crypt and downgrowth of the epithelium into the 
subcutaneous tissue occur next. The crypt becomes 
the repository of debris, including hairs (which enter 
the sinus from without), and these cause persistent 
inflammation and the discharge of purulent material. 
This chronic inflammation results in further epitheli- 
al downgrowth. Acute exacerbations cause abscesses 
and fistulas; or a furuncle or primary abscess burst- 
ing in or near the midline may, in a similar manner, 
become a reservoir for foreign material. It thus may 
become chronic and ultimately epithelization may 
take place. 

The main features which support this hypothesis 
and which are not explicable on a “congenital” basis 
are: (a) the maximum incidence in the second and 
third decades; (b) the formation and regression of 
sinuses; (c) multiple lesions; (d) lesions not in the 
midline; (e) the stages of development observed in 
adjacent sinuses, both macroscopically and micro- 
scopically; (f) the presence of hair as a foreign body 
and not a local formation. 

An important result of this review is that, in the 
early stages, the condition is preventable and is re- 
sponsive to conservative treatment. The important 
point is that due attention be paid to irritative condi- 
tions in this area. In addition, an essential part of 
the treatment of a developed lesion, whether it be an 
abscess or a postoperative healing area, is that par- 
ticular care must be exercised to prevent the entry 
(since this occurs so readily here) of any foreign 
material into the area. James Weaver, M.D. 


Morone, C.: Melanotic Blastoma Occurring on an 
Ulceration Resulting from Trauma (Blastoma 
melanotico insorto su ulcerazione prodotassi in se- 
guito a trauma). Riforma med., 1947, 61: 116. 


The author reports a case of melanosarcoma which 
appeared on the foot of a 37 year old man in whom 
a forced march in improper shoes had resulted in an 
exudative ulceration. The exudate was thin and 
blackish, but in spite of various methods of treat- 
ment, the ulcerated area extended and proliferation 
was marked. Regional glands appeared and nodules 
later developed on the thorax slightly above the left 
nipple. Axillary glands were also noted. 
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Histological study of an inguinal gland removed 
for biopsy revealed a neoplasm involving pigmented 
cells derived either from the germinal layer of the 
epidermis or from the pigment cells of the corium. 
The possible derivation of this tumor from epithelial 
or mesodermal elements is discussed, as well as the 
possibility of a pre-existing lesion antedating the 
traumatic experience. The opinion is expressed that 
the lesion was of connective tissue origin, hence, 
truly a melanosarcoma, and that its appearance and 
development were probably stimulated by sustained 
trauma and long standing inflammation. 

EpitH B. FARNSworTH, M.D 


HOSPITALS; MEDICAL EDUCATION AND 
HISTORY 


Frankel, Walter, K.: Paracelsus, The Founder of 
Occupational Medicine. Occup. M., 1947, 3: 288. 


Occupational medicine was almost unknown in 
ancient times and in the middle ages. Occupational 
diseases are closely connected with industrializa- 
tion, and industrialization did not exist during those 
times. All manufacturing processes were based on 
individual manual labor in small enterprises. The 
environmental conditions of the work shop were not 
so different from the housing conditions in general 
as to injure the health of the workman. Where pro- 
duction necessitated collective labor with the accu- 
mulation of workers under less satisfactory outside 
conditions, work was done either by slaves, as in 
Egypt, Babylonia, Assyria, Greece, and the Roman 
Empire, or by unfree and unskilled workers. The 
social position and valuation of these groups of la- 
borers were so low that their health was not of any 
interest either to their employers or to physicians. 
Labor and laborers were so cheap that the health of 
workingmen and the continuity of their productivity 
did not influence either production or the market 
prices of the product, even if there was much absen- 
teeism caused by diseases or epidemics. 

In antiquity there was collective labor only in few 
fields of activity such as the erection of great struc- 
tures and mining. 

Miners’ diseases did not attract the attention of 
the great masters of medicine and were not described 
in their works until about 400 years ago. At that 
time Paracelsus wrote his treatise “‘Von der Berg- 
sucht” (literally, ‘About Mountain Consumption’’), 
in which he made detailed and exact descriptions of 
injuries to health found so frequently in men work- 
ing in the mines, injuries suffered either in the pits or 
from the products hauled out of the pits or from 
processing these products. With this book, Para- 
celsus established a new medical entity, occupational 
disease, and inaugurated a new branch of medical 
knowledge and research, occupational medicine. 

Harry W. Fink, M.D. 





